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Computer  Worship 


Let  me  begin  this  by  saying  that  I like  computers  — 
in  their  place.  Properly  used,  they  have  revolutionized 
virtually  every  field.  Certainly  medicine  has  benefited 
enormously  in  countless  ways  from  data  processing  and 
control. 

Computer  Assisted  Design/Computer  Assisted 
Manufacture  (CAD/CAM)  is  providing  a new  edge  of 
industrial  precision  and  perfection  to  everything  from 
simple  household  products  to  the  most  complex  mod- 
ern fighter  planes. 

But  it  wouldn’t  matter  if  I didn’t  like  computers; 
they’re  here  and  our  society,  for  good  or  ill,  is  being 
reshaped  by  them.  Alvin  Toffler  (Future  Shock,  and 
Third  Wave),  perhaps  our  most  credible  authority  on 
the  changes  being  wrought  by  the  computer,  tells  us  the 
world  has  already  moved  into  the  post-industrial  socie- 
ty wherein  the  computer  is  king. 

It  is  my  personal  view  that  a modern  medical  practice 
without  computers  may  very  soon  be  a quaint 
anachronism,  like  the  offices  of  some  earlier  physicians 
who  refused  to  install  a telephone. 

But  there  are  dangers  and  trade-offs.  Many  of  them 
we  all  recognize:  the  depersonalization  of  micro- 
processed  information  about  us;  the  very  real  dangers 
of  increased  central  control  of  our  lives  by  government 
and  giant  corporations.  Every  new  technology  carries 
dangers  within.  There  are  also  less  dramatic  possibili- 
ties for  simple  stupidity  in  computer  use. 


In  May  the  National  Association  for  the  Advance- 
ment of  Science,  through  its  publication  Science  84, 
unloaded  a major  indictment  of  the  “computer  litera- 
cy’’ movement  that  has  disturbing  ramifications  that 
could  spill  over  into  medical  practice.  The  title  of  the 
article  pretty  well  tells  it  all  — “Computer  Worship.’’ 

Science  84  sees  dangers  in  the  constantly  repeated 
refrain  that  about  all  children  need  to  learn  in  school  is 
the  computer,  and  in  the  equally  serious  national  idea 
that  most  of  the  structurally  unemployed  can  be  re- 
trained for  high  tech  Jobs  in  computer  operation,  pro- 
gramming, etc. 

Proposals  before  Congress  would  establish  hundreds 
of  millions  of  dollars  in  tax  breaks  for  computer  com- 
panies to  set  up  and  contribute  to  educational  programs 
of  the  kind  already  entered  by  Tandy  (Radio  Shack), 
Apple  and  Atari. 

Schools  last  year  began  betting  everything  on  the 
computer,  investing  $500  million  in  them.  Science  84 
quotes  many  authorities  in  the  computer  field  as  being 
greatly  distressed  by  this  oversell.  Daniel  McCracken, 
Professor  of  Computer  Science  at  the  City  College  of 
New  York,  author  of  more  than  a dozen  textbooks  on 
computer  languages,  and  former  president  of  a very 
exclusive  professional  organization  for  computer  sci- 
entists, is  appalled  by  the  educational  faddism.  He 
says: 

continued  on  page  31 
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The  perception  of  pain  from  a musculoskeletal 
injury  is  often  accompanied  by  tension  and/or 
anxiety. 

Equagesic*  relieves  both  the  pain  of  musculo- 
skeletal disorders  and  the  anxiety  that  magnifies 
the  perception  of  such  pain...v\/ith  a single 
prescription. 


Equagesic 
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Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 

An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic’ 

(meprobamate  with  aspirin)  e Wyeth 

(BRIEF  SUMMARY) 

DESCRIPTION; 

Each  tablet  contains  200  mg  meprobamate  and 

325  mg  aspirin 

INDICATIONS: 

Adjunct  in  short-term  treatment  of  pain  accom- 
panied by  tension  and/or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  IS  somewhat  greater  than  with  aspirin 
alor^e  Effectiveness  in  long-term  use,  i e over 
4 months,  has  r>ot  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefuir>ess  of  drug  for  individual 
patients 

CONTRAINDICATIONS; 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 
MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g cansoprodoi, 
mebutamate.  or  carbromal 
WARNINGS: 

ASPIRIN  Use  salicylates  with  extreme  caution 
m patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia.  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  life-threatening 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence.  ar>d 
abuse  have  occurred  Chronic  intoxication  from 
prolonged  ingestion  of  usually,  greater  than 
racommer>ded  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  m alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms. e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g , vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  46  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  46-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g . driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  Increased  risk  of  congenital  malforme* 
tione  eeeocleted  with  minor  tranquilizere 
(meprobamate,  chlordlazapoilda,  and 
diazepam)  during  first  trimaatar  of  preg- 
nancy. has  bean  auggaatad  In  aavaral  stud- 
lea.  Bacauaa  use  of  thaaa  drugs  la  rarely  a 
matter  of  urgency,  thair  use  during  this 
period  should  almoat  always  be  avoided. 
The  poaalblllty  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  Inatitutlon  of  therapy  should  be  conald- 
arad.  Adviea  pstlanta  if  they  become  preg- 
nant during  therapy  or  Intend  to  become 
pregnant  to  communicate  with  thair  phyai- 
clans  about  daalrabUlty  of  discontinuing 
the  drug. 

Meprobamate  paaaaa  the  placental  barrier. 
It  la  present  both  In  umblilcal-cord  blood  at 
or  near  maternal  plasma  lavala  and  In 
braaat  milk  of  tactating  mothara  at  concan- 
tratlone  two  to  four  timaa  that  of  maternal 
plasma.  Whan  use  of  maprobamata  la  con- 
lamplatad  In  braattfaading  patlanta,  con- 
sider the  drug's  higher  concentrations  In 


breast  milk  aa  compared  to  maternal 
plasma  lavala. 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  ol  reach  of  cnildren  Equagesic® 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS; 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and/or  debilitated,  to  pre- 
clude over-sedalion  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
Its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients  It 
should  bo  prescribed  cautiously  and  m small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions, including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae.  ecchymoses.  eosi- 
nophilia.  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  cari- 
soprodol,  and  cross-sensitivity  between  mepro- 
bamate/mebutamate  and  meprobamate' 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm.  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  ’ALLERGIC  OR 
IDIOSYNCRATIC*)  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphyric  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets.  3 to  4 times 
daily  as  needed  lor  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombmemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3- to  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Alkalinization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
put  IS  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED; 

Scored  tablets,  bottles  of  tOO.  Redipak®  strip 
pack  25  s.  Redipak®unit  dose  tOO  s.  individ- 
ually wrapped 
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Self-Fulfilling  Prophecies? 


“Any  event,  once  it  has  occurred,  can  be  made  to 
appear  inevitable  by  a competent  historian.” 

1 can’t  remember,  if  I ever  knew,  who  said  that,  but 
the  wry  cynicism  in  it  may  apply  to  the  profusion  of 
books  and  articles  now  being  published  on  the  Decline 
t[  & Fall  of  the  American  Physician. 

What  most  of  the  authors  do,  with  great  wit,  bound- 
^ less  learning  and  magnificent  hindsight,  is  show  how, 
in  the  past  50  years,  the  American  health  care  system 
moved  from  one  grounded  largely  in  philanthrophy  to 
what  many  consider  the  biggest  and  most  lucrative 
for-profit  industry  in  the  nation.  The  historians  and 
critics  all  tell  us  where  we  went  wrong.  The  outcome 
we  are  now  seeing  was,  of  course,  inevitable. 

What  had  been  principally  an  eleemosynary  institu- 
tion in  the  1930s  is,  in  1984,  generating  this  incredible 
cash  flow;  every  day  this  year  Americans  will  spend  $I 
I billion  on  health  care.  Every  hour  of  that  day,  the 
I federal  government  alone  will  disburse  S7  million  for 
, its  share  of  the  total  bill. 

With  all  that  gold  small  wonder  that  corporate  Amer- 
ica has  rushed  in,  to  the  point  that  Editor  Arnold  Rel- 
, man,  M.D. , could  say  as  long  ago  as  1980  that  what  we 
I have  now  is  the  “medical-industrial  complex”  (a  label 
! borrowed,  with  credit,  by  the  author  of  the  1984  book 
I of  that  name). 

! Most  of  the  articles,  tracts  and  books  have  a common 
I theme:  disaster  on  every  front  for  physicians.  Professor 
Eli  Ginzberg,  Ph  D.,  joined  the  chorus  in  a recent  issue 


of  The  New  England  Journal  of  Medicine,  expressing 
his  dismay  over  “how  fast  American  medicine  appears 
to  be  turning  from  a profession  into  a business.”  It  was, 
of  course,  inevitable. 

All  these  analyses  are  brilliant  but  there  is  about  them 
the  distressing  hint  of  forensic  medicine.  Learned  men 
talk  with  passion  and  conviction  as  they  stroll  about  the 
slab  whereon  lies  the  earthly  remains  of  the  American 
physician.  All  their  voices  at  the  autopsies  tell  us  what 
happened  and  why,  in  minute  detail.  It  is  all  quite 
fa.scinating,  in  a morbid  sort  of  way.  So  was  Gibbon's 
Decline  & Fall  of  the  Roman  Empire. 

We  need  scarcely  be  told  that  the  gargantuan  Amer- 
ican health  care  industry  has  grown  into  a multi-billion 
dollar  “mediglomerate,”  that  hideous  word  now  being 
seen  with  increasing  currency;  that  in  the  short  space  of 
four  or  five  decades  the  hospital  institution  has  moved 
from  philanthropy,  in  too  many  instances,  to  one  serv- 
ing corporate  greed.  Professor  Ginzberg  calls  that  proc- 
ess “The  Monetarization  of  Medical  Care”  in  an  other- 
wise splendid  capsule  history.  He  recites  the  litany  of 
concurrent  forces  contributing  to  this  monetarization 
— the  post-war  spread  of  health  insurance,  the  spec- 
tacular rise  in  American  standards  of  living  and  the 
concomitant  ri.se  in  expectations;  the  infusion  of  federal 
money,  beginning  with  the  capital  provided  by  Hill- 
Burton  in  1946  (the  beginning  of  the  end  of  philan- 
thropy), followed  less  than  20  years  later  by  Medicare 

continued  on  luifte  .tJ 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Une  1-800-272-6481 


A Case  Report 

Oral  Infection  with  Associated 
Lymphadenopathy  Due  to 
Mycobacterium  Chelonei 

Bill  W.  Boyd,  M.D.* 


Introduction 

Human  infections  due  to  Mycobacterium  chelonei 
are  infrequent.  The  following  is  a report  of  a case 
of  a right  alveolar  ridge  lesion  in  the  oral  cavity  with  an 
associated  right  submandibular  lymphadenopathy  due 
to  M.  chelonei. 

Case  Report 

Mr.  W.  J.  is  a 59-year-old  male  who  presented  to  his 
local  dentist  for  routine  care.  In  the  course  of  his  ex- 
amination, the  dentist  discovered  a lesion  of  the  pa- 
tient’s right  alveolar  ridge  which  appeared  suspicious 
for  carcinoma.  He  referred  the  patient  to  an  oral 
surgeon  for  further  evaluation.  The  oral  surgeon  biop- 
sied  the  lesion,  and  the  pathological  report  showed 
giant  cell  granuloma.  Subsequently  the  oral  surgeon 
performed  an  excisional  biopsy,  and  the  pathological 
report  showed  acute  and  chronic  inflammatory  reac- 
tion, with  giant  cells  noted.  The  patient  then  developed 
an  enlarged  right  submandibular  lymph  node.  He  was 
treated  empirically  with  a course  of  oral  ampicillin 
without  improvement.  Subsequently  he  was  treated 
with  a course  of  oral  cefaclor,  again  without  improve- 
1 ment.  Therefore,  he  was  referred  to  an  otorhinolaryn- 
gologist  for  further  evaluation.  The  otorhinolaryn- 
gologist  found  a leukoplakic  area  along  the  right  alveo- 
lar ridge  which  was  suspicious  for  carcinoma  in  situ.  In 
addition,  he  noted  a 3 x 4 cm.  mass  in  the  right 
submandibular  triangle.  He  therefore  admitted  the  pa- 
tient to  the  hospital  and  performed  a neck  dissection 
and  right  submandibular  lymph  node  biopsy.  The 
pathological  report  of  the  biopsy  material  was  in- 
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flammatory  adenopathy.  Smears  for  acid  fast  bacilli 
and  fungi  were  reported  as  negative.  Subsequently, 
cultures  returned  from  the  Alabama  State  Public  Health 
Laboratory  showing  M.  Chelonei,  subspecies  absces- 
sus.  The  patient’s  chest  x-ray  was  noted  to  be  normal. 
A tuberculin  skin  test  was  not  obtained.  The  patient  was 
placed  on  Isoniazid  and  Ethambutol  and  referred  to  the 
county  health  department  for  further  evaluation  and 
treatment.  Sensitivity  studies  revealed  that  the  organ- 
ism was  resistant  to  all  usual  antituberculous  medica- 
tions. Therefore,  the  Isoniazid  and  Ethambutol  were 
discontinued.  It  was  felt  that  the  patient  had  had  a 
surgical  cure.  Subsequently  he  has  had  no  further  re- 
currence of  either  the  alveolar  ridge  lesion  or  subman- 
dibular lesion  during  a three-year  follow-up  period. 

Discussion 

Mycobacterium  chelonei  subspecies  abscessus  is  a 
rapidly  growing  mycobacterium  (Runyon’s  Group  IV) 
which  is  widely  distributed  in  nature,  being  found  in 
soil,  animal  infections,  and  man.’’  It  is  not  infre- 
quently isolated  from  the  sputum  of  apparently  healthy 
persons.-^  It  is  closely  related  to  another  rapidly- 
growing  non-pigmented  mycobacterium,  M.  fortuitum 
(M.  Ranae).'  In  man,  M.  chelonei  usually  appears  to 
be  a harmless  saprophyte.  However,  human  infections 
due  to  M.  chelonei  sometimes  occur,  and  the  organism 
can  occasionally  be  a secondary  invader  of  already 
diseased  lungs.'-  ^ Usually,  infections  with 
M.  chelonei  have  only  local  signs  and  symptoms.  Sys- 
temic manifestations  are  usually  absent,  and  the  region- 
al lymph  nodes  are  not  usually  involved  as  they  were  in 
the  case  pre.sented  above.  Most  human  infections  with 
M.  chelonei  have  presented  as  abscesses  following 
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injections.'  " Morris  et  al.  in  their  article  entitled 
■‘Tuberculoid  Lymphadenitis  Due  to  Mycobacterium 
Chelonei”  published  in  {\\t  Journal  of  Clinical  Pathol- 
ogy in  1973.  report  a case  of  an  8-year-old  boy  who 
developed  cervical  lymphadenitis  after  an  injection  of 
dental  anesthetic.  Culture  of  his  involved  lymphatic 
tissue  grew  mycobacterium  chelonei.  Antibiotics  given 
to  their  patient  produced  no  measurable  improvement, 
and  they  concluded,  based  on  their  experience  and 
review  of  the  literature,  that  antibiotics  have  little  use  in 
the  treatment  of  infections  caused  by  M.  chelonei. 
Blake,  et  al.  in  their  article  entitled.  “Cervico-facial 
Infection  with  Mycobacterium  Chelonei  — A Case 
Report.”  described  the  case  of  a 13-year-old  girl  who 
presented  with  a swelling  on  the  right  side  of  her  face. 
A semi-solid  material  expressed  from  an  external  drain- 
age wound  grew  mycobacterium  chelonei,  subspecies 
abscessus.  This  patient  had  had  no  associated  injection. 
In  our  patient’s  case,  it  seems  likely  that  the  source  of 
his  M.  chelonei  was  his  oropharyngeal  flora.  Gutman 
et  al,  in  their  article  “Thyroiditis  Due  to  Mycobacter- 
ium Chelonei,”  report  the  case  of  a 4-year-old  girl  who 
presented  with  a neck  mass.  Needle  biopsy  of  the  lesion 
yielded  material  that  grew  M.  chelonei  on  culture.  The 
pathogenesis  of  this  child’s  infection  was  not  related  to 
an  injection  or  other  penetrating  injury.  The  child  re- 
covered after  subtotal  excision  of  diseased  thyroid  tis- 
sue and  concomitant  antimicrobial  therapy  with  ethion- 
amide, which  was  the  only  antimicrobial  agent  to 
which  the  M.  chelonei  isolated  in  her  case  was  sensi- 
tive. 

Bacteriological  diagnosis  of  infections  due  to 
M.  chelonei  is  based  on  isolation  and  identification  of 
the  organism  in  culture.  The  organisms  are  acid-fast 
bacilli,  pleomorphic,  and  are  generally  resistant  to  all 
usual  antituberculous  chemotherapeutic  drugs  and 
antibiotics.’  Sensitivity  to  erythromycin  and  ethion- 
amide has  been  reported.'  - ^ However,  medical  treat- 
ment of  rapidly  growing  mycobacterial  infections  is 
often  unsuccessful.  Oral  antibiotic  therapy  given  to  our 
patient  produced  no  significant  improvement;  it 
appears  that  oral  antibiotics  play  little  part  in  the  treat- 
ment of  infections  caused  by  M.  chelonei.'  Surgical 
treatment  of  lesions  due  to  mycobacterium  chelonei 
which  are  accessible  to  excision  has  been  shown  to  be 
of  benefit.'  - In  this  case,  surgical  treatment  of  the 
lesion  appears  to  have  been  curative  as  the  patient  has 
had  no  recurrent  disease  during  a three-year  follow-up 
period.  |T] 
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BRIEF  SUMMARY 

PROCARDIA  ■ initedipinei  CAPSULES  For  Oral  Use 

INDICATIONS  AND  USAGE:  I,  Vasospaslic  Angina:  PROCARDIA  (nitedipinel  is  indicated  lor  the 
management  ot  vasospaslic  angina  contirmed  by  any  o1  the  lollowing  criteria  1 1 classical  pattern 
ol  angina  at  rest  accompanied  by  ST  segment  elevation  2)  angina  or  coronary  artery  spasm  pro- 
voked by  ergonovine  or  3l  angiographically  demonstrated  coronary  artery  spasm  In  those  patients 
who  have  had  angiography  the  presence  ol  significant  fixed  obstructive  disease  is  not  incompatible 
with  the  diagnosis  of  vasospastic  angina  provided  that  the  above  criteria  are  satisfied  PROCARDIA 
may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospaslic  component  but 
where  vasospasm  has  not  been  confirmed  e g where  pain  has  a variable  threshold  on  exertion  or 
in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  mlermiltenl  vaso- 
spasm or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta  blockers 

If  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated  lor 
the  management  of  chronic  stable  angina  letlort-associated  angina)  without  evidence  ol  vasospasm 
m patients  who  remain  symptomatic  despite  adequate  doses  ot  beta  blockers  and  or  organic  nitrates 
or  who  cannot  tolerate  those  agents 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  controlled 
Inals  ol  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise  tolerance 
but  confirmation  of  sustained  effectiveness  and  evaluation  ol  long-term  safety  m those  patients  are 
incomplete 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta  blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina  but  available  infor- 
mation IS  not  sullicient  to  predict  with  confidence  the  effects  ol  concurrent  treatment  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities  When  in- 
troducing such  concomitant  therapy  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  ol  the  drugs  (See  Warnings  ) 
CDNTRAINDICATIDNS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  in  most  patients,  the  hypotensive  effect  ol 
PROCARDIA  IS  modest  and  well  tolerated  occasional  patients  have  had  excessive  and  poorly  tol- 
erated hypotension  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time  ol 
subsequent  upward  dosage  adiusiment  and  may  be  more  likely  in  patients  on  concomitant  beta 
blockers 

Severe  hypotension  and  or  increased  fluid  volume  requirements  have  been  reported  in  patients 
receiving  PROCARDIA  together  with  a beta  blocking  agent  who  underwent  coronary  artery  bypass 
surgery  using  high  dose  fenlanyl  anesthesia  The  interaction  with  high  dose  fentanyl  appears  to  be 
due  to  the  combination  ol  PROCARDIA  and  a beta  blocker  but  the  possibility  that  it  may  occur  with 
PROCARDIA  alone  with  low  doses  ot  fentanyl,  in  other  surgical  procedures  or  with  other  narcotic 
analgesics  cannot  be  ruled  out  In  PROCARDIA  treated  patients  where  surgery  using  high  dose 
lenlanyl  anesthesia  is  contemplated  the  physician  should  be  aware  ol  these  potential  problems  and 
if  the  patient  s condition  permits,  sullicient  lime  (al  least  36  hours)  should  be  allowed  lor 
PROCARDIA  to  be  washed  out  ol  the  body  prior  to  surgery 

Increased  Angina:  Occasional  patients  have  developed  well  documented  increased  frequency  du- 
ration or  seventy  ot  angina  on  starling  PROCARDIA  or  al  the  time  ot  dosage  increases  The  mech- 
anism ot  this  response  is  not  established  but  could  result  from  decreased  coronary  perfusion 
associated  with  decreased  diastolic  pressure  with  increased  heart  rate  or  from  increased  demand 
resulting  from  increased  heart  rate  alone 

Bela  Blocker  Withdrawal:  Patients  recently  withdrawn  from  beta  blockers  may  develop  a with- 
drawal syndrome  with  increased  angina  probably  related  to  increased  sensitivity  to  catechol- 
amines Initiation  of  PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected 
to  exacerbate  it  by  provoking  reflex  catecholamine  release  There  have  been  occasional  reports  ot 
increased  angina  m a selling  of  beta  blocker  withdrawal  and  PROCARDIA  initiation  It  is  important 
to  taper  beta  blockers  if  possible  rather  than  slopping  them  abruptly  before  beginning 
PROCARDIA 

Congestive  Heart  Failure:  Rarely  patients,  usually  receiving  a beta  blocker  have  developed  heart 
failure  after  beginning  PROCARDIA  Patients  with  tight  aortic  stenosis  may  be  al  greater  risk  for 
such  an  event 

PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance  careful  monitoring  of  blood  pressure  during  the  initial  adminisiralion  and  lilration 
ol  PROCARDIA  IS  suggested  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure  (See  Warnings  ) 

Peripheral  edema:  Mild  lo  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  lo  left  ventricular  dysfunction  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  lo  diuretic 
therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care  should  be  taken 
to  differentiate  this  peripheral  edema  from  the  effects  ol  increasing  left  ventricular  dysfunction 

Drug  Interactions:  Beta-adrenergic  blocking  agents  (See  Indications  and  Warnings  ) Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
ol  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occasional 
literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive  heart 
failure  severe  hypotension  or  exacerbation  ol  angina 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-administered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  aniianginal  effectiveness  of  this  combination 

Digitalis  Administration  ot  PROCARDIA  with  digoxin  increased  digoxin  levels  in  nine  ol  twelve 
normal  volunteers  The  average  increase  was  45%  Another  investigator  found  no  increase  in  di- 
goxin levels  in  thirteen  patients  with  coronary  artery  disease  In  an  uncontrolled  study  ol  over  two 
hundred  patients  with  congestive  heart  failure  during  which  digoxin  blood  levels  were  not  meas- 
ured digitalis  toxicity  was  not  observed  Since  there  have  been  isolated  reports  of  palients  with 
elevated  digoxin  levels  it  is  recommended  that  digoxin  levels  be  monitored  when  initiating,  ad|ust- 
ing  and  discontinuing  PROCARDIA  to  avoid  possible  over-  or  under-digilalizalion 

Carcinogenesis  mutagenesis,  impairment  ot  fertility  When  given  to  rats  prior  lo  mating,  nife- 
dipine caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommended  hu- 
man dose 
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tients transient  hypotension  in  about  5%,  palpitation  in  about  2%  and  syncope  in  about  0 5% 
Syncopal  episodes  did  not  recur  with  reduction  in  the  dose  of  PROCARDIA  or  cohcomitaol  antiao- 
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for  the  varied  faces  of  angina 


' 'My  doctor  switched  me  to 
PROCARDIA^*]  as  soon  as  it  became 
available.  The  change  in  my  condition 
is  remarkable." 

"I  shop,  cook  and  can  plant 
flowers  again." 

"I  have  been  able  to  do  volunteer 
work... and  feel  needed  and  useful 
once  again." 


PROCARDIA  can  mean  the  return  to  a more  normal  life 
for  your  patients — having  fewer  anginal  attacks,'  taking 
fewer  nitroglycerin  tablets,^  doing  more,  and  being  more 
productive  once  again 

Side  effects  are  usually  mild  (most  frequently  reported 
are  dizziness  or  lightheadedness,  peripheral  edema, 
nausea,  weakness,  headache  and  flushing,  each  occurring 
in  about  10%  of  patients,  transient  hypotension  in  about 
5%,  palpitation  in  about  2%  and  syncope  in  about  0 5%), 


"My  daily  routine  consisted  of 
sitting  in  my  chair  trying  to  stay  alive." 


* Procardia  is  indicated  for  the  management  of: 

1 ) Confirmed  vasospastic  angina 

2)  Angina  where  the  clinical  presentation  suggests  a possible 
vasospastic  component 

3)  Chronic  stable  angina  without  evidence  of  vasospasm  in 
patients  who  remain  symptomatic  despite  adequate  doses  of 
beta  blockers  and/or  nitrates  or  who  cannot  tolerate  these 
agents  In  chronic  stable  angina  (effort-associated  angina) 
PROCARDIA  has  been  effective  in  controlled  trials  of  up  to 
eight  weeks’  duration  in  reducing  angina  frequency  and 
increasing  exercise  tolerance,  but  confirmation  of  sustained 
effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete 
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Medical  Reminiscences  — Part  I appeared  in 
the  June  issue  of  Alabama  Medicine. 

I should  not  leave  the  subject  of  antibiotics  without 
reporting  one  tragic  experience  I had  with  the  use  of 
antibiotics.  I was  treating  a case  of  recurring  attacks  of 
pelvic  inflammatory  disease.  Over  a period  of  several 
years,  I had  carried  this  patient  through  two  or  three 
attacks  of  pelvic  inflammatory  disease  with  the  use  of 
intramuscular  injections  of  penicillin.  She  came  in  with 
another  attack.  She  did  not  seem  to  be  much  better  after 
a dose  or  two  of  penicillin  by  needle. 

On  probably  the  third  visit,  I decided  to  give  her 
intramuscular  injections  of  both  penicillin  and  strep- 
tomycin. She  came  back  to  my  desk  and  sat  down.  She 
said  suddenly,  “I  don’t  feel  well.”  Her  appearance 
suggested  something  serious  was  happening.  I rushed 
her  back  to  the  examining  table  and  gave  her  an  injec- 
tion of  adrenalin  and  had  the  nurse  call  the  emergency 
unit  at  the  fire  department  and  also  an  ambulance. 

She  did  not  respond  to  the  adrenalin.  I started  mouth 
to  mouth  breathing  and  external  cardiac  massage.  The 
emergency  unit  from  the  fire  department  were  there  in  a 
few  minutes  and  started  mechanical  assistance  to 
breathing  and  continued  external  cardiac  massage.  The 
ambulance  was  there  promptly.  We  transferred  her  to 
the  ambulance,  and  I rode  in  the  ambulance  with  her  to 
the  Hillman  Hospital  emergency  room  only  a few 
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blocks  away.  We  continued  heart  stimulation  and 
assistance  of  respirations  for  about  one  and  one-half 
hours  but  found  this  useless. 

She  died.  The  husband  gave  permission  for  autopsy 
but  this  revealed  only  chronic  pelvic  inflammatory  dis- 
ease. The  death  was  obviously  due  to  a sensitivity  to 
either  the  streptomycin  or  a newly  acquired  sensitivity 
to  penicillin. 

After  this  experience,  I discontinued  giving  antibi- 
otics by  needle  in  my  office  although  I did  on  occasion 
order  such  injections  in  the  hospitals  where  better  re- 
suscitation equipment  was  at  hand. 

Before  Heparin 

When  I first  began  private  practice  in  1925  and  for 
some  years  afterward,  1 had  much  time  for  reading  in 
the  field  of  medicine.  I read  quite  a bit  on  animal 
experimentation  in  the  field  of  vascular  surgery,  anas- 
tomosis of  blood  vessels,  etc.  I came  to  the  conclusion 
that  blood  clotting  at  the  anastomotic  site  would  make 
such  surgery  not  feasible.  Of  course  this  was  before 
heparin  was  discovered.  How  incredible  and  ridiculous 
would  the  thought  of  heart  transplants  have  been  in 
those  not  so  distant  days! 

As  one  looks  backward  over  57  years  of  the  private 
practice  of  medicine,  the  flood  of  memories  is  almost 
overwhelming.  How  many  years  of  life  can  one  reason- 
ably estimate  he  had  added  to  the  lives  of  his  thousands 
of  patients.  How  many  years  of  life  has  he  subtracted 
from  rare  high-risk  patients  who  succumbed  to  the 
effort  to  add  years  to  their  lives.  How  many  periods  of 


high  emotional  stress  has  one  experienced  during  these 
years  of  effort  to  help  one’s  patients. 

1500  Years  of  Life 

At  one  period  a few  years  before  my  retirement,  I 
estimated  that  I was  seeing,  on  a regular  basis,  about 
150  patients  whom  I had  cured  of  some  type  of  cancer. 
Several  of  these,  I had  cured  of  two  separate  and  dis- 
tinct cancers.  I estimated  that  I had  added  an  average  of 
1 0 years  of  life  to  each  of  these  patients  (a  total  of  1 ,500 
years)  and  to  a few  as  many  as  30  or  more  years. 

In  these  57  years,  there  occurred  several  problems 
that  were  very  stressful  emotionally.  One  of  the  most 
stressful  was  related  to  an  operation  on  a middle  aged 
white  female  who  was  sent  to  me  for  surgery  by  a 
physician  friend.  This  was  in  my  early  years  of  prac- 
tice. There  was  an  anommaly  where  the  cystic  duct 
joined  the  common  bile  duct.  In  dissecting  the  area,  I 
apparently  removed  a portion  of  the  anterior  wall  of  the 
common  bile  duct.  I put  in  a T-Tube  and  repaired  the 
defect  and  expected  no  trouble. 

However,  after  some  months,  she  developed  symp- 
toms of  stricture  of  the  common  duct.  I asked  one  of  the 
older  surgeons  to  see  her  and  to  operate  on  her  if  he 
found  it  best  to  do  so.  I was  present  at  this  operation  and 
felt  that  the  trouble  was  corrected.  However,  the  stric- 
ture recurred  apparently,  but  I lost  contact  with  her. 
Sometime  later,  a physician  from  a nearby  city  moved 


to  Birmingham,  and  she  went  to  him.  I did  not  learn  the 
circumstances  except  that  he  operated  on  her  again,  and 
she  died. 

A few  years  later,  a middle  aged  white  female  came 
to  me  complaining  of  lower  abdominal  pain  and  urinary 
distress.  She  was  found  to  have  a large  cystocele  and 
rectocele  with  prolapse  of  the  uterus  so  that  the  cervix 
presented  at  the  introitus.  She  had  had  a very  difficult 
home  delivery  10  or  15  years  before  by  her  physician,  a 
general  practitioner. 

The  child  was  spastic,  apparently,  from  injury  at  the 
delivery.  As  he  grew  up,  she  was  finding  his  care 
increasingly  difficult.  After  following  her  condition  for 
some  time,  I insisted  she  have  a hysterectomy  and 
rectocele  and  cystocele  repair.  She  agreed  to  do  so,  and 
we  operated.  She  did  well  for  about  one  week.  At  this 
time,  she  became  very  nervous  with  some  spasticity.  I 
became  suspicious  of  tetanus  although  I had  never 
heard  of  tetanus  following  a hysterectomy. 

I called  the  neurologist  and  after  a thorough  neuro- 
logical examination  including  spinal  tap,  he  pro- 
nounced it  tetanus.  She  died  a few  days  later.  I wanted 
an  autopsy  to  see  if  the  vaginal  stump  contained  tetanus 
bacilli,  but  the  body  had  been  moved  to  the  funeral 
home.  The  husband  finally  gave  permission  and  Dr. 
Graham,  the  hospital  pathologist  at  the  time,  graciously 
agreed  to  meet  me  at  the  funeral  home  in  the  middle  of 
the  night  before  the  embalming.  The  culture  of  material 
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taken  from  the  stump  of  the  vagina  was  positive  for 
tetanus  bacilli. 

I followed  this  family  for  several  years  with  a heavy 
heart  as  I saw  a grandmother  burdened  with  the  care  of  a 
spastic  male  adult  and  a husband  contract  an  unequal 
marriage  obviously  for  the  sake  of  the  spastic  child. 
The  attempt  to  help  an  overburdened  mother  with  a 
potentially  curable  health  defect  resulted  in  a tragedy 
with  a burden  many  times  more  severe  than  the  original 
burden.  The  almost  universal  active  immunization  now 
against  tetanus  infection  would  practically  guarantee 
such  a tragedy  would  not  happen  anymore. 

Incurable 

Another  experience  occurred  in  the  middle  years  of 
my  medical  practice  that  had  a great  emotional  impact 
on  me  and  on  some  of  my  family.  I was  treating  the 
mother-in-law  of  both  a brother  and  a sister  of  mine. 
Operation  became  necessary  for  symptoms  that  sug- 
gested cancer  of  the  pancreas.  It  turned  out  to  be  a 
cancer  beyond  the  possibility  of  cure.  We  thought  it 
was  cancer  of  the  pancreas  but  some  question  arose  as 
to  its  origin.  We,  of  course,  could  not  give  an  optimistic 
report. 

The  patient  appeared  to  understand  she  would  not 
live  long.  One  morning,  when  I was  making  rounds  in 
the  hospital  and  stopped  by  to  see  her,  she  said  in  a very 
considerate  and  serious  manner,  “John,  when  I am 
gone,  if  you  think  it  would  be  of  any  help  to  anyone  to 
have  an  autopsy,  I would  want  you  to  have  it  done.” 

She  did  die  during  this  hospitalization.  This  occurred 
at  night  by  chance  when  no  pathologist  was  available 
(some  were  out  of  town)  to  do  the  autopsy.  It  fell  to  me 
to  do  the  autopsy.  Her  son  offered  to  be  present  and 
help  as  much  as  he  could.  I did  a partial  autopsy  remov- 
ing the  stomach  and  pancreas  and  upper  intestine. 

The  pathologist  was  able  to  assure  me  after  the  speci- 
men was  processed  that  the  cancer  arose  in  the  third 
portion  of  the  duodenum  and  not  in  the  pancreas.  This 
experience  left  me  with  the  greatest  admiration  for  the 
objectivity  of  both  mother  and  son  as  they  faced  one  of 
the  most  serious  problems  of  life. 

Personal  Overtones 

Sometime  in  the  1950s,  1 believe  it  was,  that  Dr. 
R.  O.  Russell,  Sr.,  one  of  my  office  associates,  asked 
me  one  Friday  afternoon  to  see  a physician  patient  of 
his  in  St.  Vincent’s  Hospital.  Thus  began  a tragic 
experience  with  several  personal  overtones.  The  pa- 
tient was  a retired  physician  who  had  practiced  in  a 
small  North  Alabama  town. 

This  physician,  I learned,  had  delivered  two  of  my 
oldest  brother’s  children  bom  when  he  was  serving  as  a 
Presbyterian  minister  for  several  small  churches  in 
North  Alabama.  The  patient’s  son  was  married  to  Dr. 
Russell’s  sister. 


After  some  vigorous  work  in  his  garden  a day  or  two 
before  we  saw  him,  this  retired  physician  had  had  rather 
severe  abdominal  pain  with  some  nausea.  The  pain  had 
continued,  and  he  was  brought  to  Birmingham.  Dr. 
Russell  had  seen  him  and  had  had  him  admitted  to  St. 
Vincent’s  Hospital.  Dr.  Russell  had  felt  that  he  had  an 
acute  abdomen  and  asked  me  to  see  him.  I agreed. 

We  thought  that  the  diagnosis  was  likely  a gall  blad- 
der infection  with  stones  or  maybe  a mild  appendicitis. 
The  time  was  left  afternoon  and  he  was  fairly  comfort- 
able at  this  time.  We  felt  it  best  to  have  him  observed 
during  the  night  and  operate  the  next  morning.  We  had 
him  scheduled  for  surgery  before  noon.  As  I drove  to 
the  hospital  that  morning,  I passed  the  anesthesiologist 
driving  away  from  the  hospital,  probably  getting  ready 
to  go  to  the  ball  game  that  afternoon  as  this  was  Satur- 
day. 

The  idea  of  an  anesthesiologist  as  contrasted  to  an 
anesthetist  at  the  hospital  was  new  at  this  time.  I felt  the 
patient  might  need  a spinal  anesthetic.  I had  been 
accustomed  to  giving  my  own  spinal  anesthetics.  When 
I saw  the  anesthesiologist  pass,  I thought  how  nice  it 
would  be  to  have  him  give  the  anesthetic  but  it  was  too 
late  to  consider  that  then. 

When  Dr.  Russell  and  I checked  the  patient,  we  felt 
spinal  anesthesia  would  indeed  be  best.  When  I was 
scrubbing,  getting  ready  to  give  the  spinal  anesthetic,  I 
remarked  that  I was  returning  a favor  done  for  my 
ministerial  brother  and  his  family  many  years  before 
when  my  physician  patient  had  delivered,  without 
charge,  two  of  their  children. 

I had  to  dilute  the  anesthetic  fluid  that  morning 
myself,  which  was  unusual.  I believe  the  diluting  fluid 
was  10%  glucose  in  normal  saline  solution.  The  admin- 
istration of  the  fluid  was  uneventful . As  soon  as  I had 
the  patient  repositioned  on  his  back,  1 returned  to  the 
scrub  room  to  finish  my  preparation  for  operating. 
When  I returned  to  the  operating  room,  the  anesthetist 
seemed  disturbed  and  remarked  that  she  could  not 
maintain  a good  blood  pressure. 

We  pushed  intravenous  fluids.  There  were  no  blood 
banks  in  the  hospital  at  this  time.  1 was  now  ready  to 
make  the  incision  but  the  anesthetist  asked  me  to  wait. 
The  condition  of  the  patient  did  not  improve  with  stim- 
ulants and  intravenous  fluids.  He  died  about  one  and 
one-half  hours  after  I had  administered  the  spinal  anes- 
thetic. To  make  the  stressfulness  greater,  1 recalled  that 
I had  heard  that  there  had  been  a death  from  a spinal 
anesthetic  in  another  Birmingham  hospital  only  about 
three  weeks  before. 

We  asked  for  an  autopsy  with  the  help  of  Dr.  Russell , 
and  all  the  family  agreed  except  one  son  who  lived  in 
Arkansas,  1 believe  it  was.  He  finally  agreed  to  the 
autopsy.  At  autopsy,  a massive  retro-peritoneal  hemor- 
rhage from  a ruptured  abdominal  aortic  aneurysm  was 
found. 

I have  seen  similar  cases  since  then.  One  of  them,  1 
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remember  especially.  He  is  a patient  whom  I had  fol- 
lowed off  and  on  for  some  years.  He  came  to  me  one 
day  with  an  indefinite  type  of  abdominal  pain.  I felt  it 
might  be  from  a kidney  stone.  After  check  of  his  uri- 
nary tract  and  finding  it  negative,  the  urologist  thought 
an  aortic  aneurysm  might  be  present.  He  was  sent  to  my 
son,  a vascular  surgeon,  who  confirmed  the  diagnosis 
and  replaced  the  aneurysm  with  an  aortic  graft.  It  has 
been  my  pleasure  to  see  this  patient  from  time  to  time  in 
our  waiting  room  when  he  comes  for  routine  check-ups 
by  my  son. 

Of  course,  there  have  occurred  some  stressful  crises 
with  happier  endings.  Early  in  my  practice,  while  I was 
doing  a general  practice  type  of  work,  a young  man,  an 
official  at  a new  industrial  plant,  moved  into  the  suburb 
where  I had  my  office.  I was  called  to  see  him.  He  had  a 
severe  throat  infection. 

We  had  no  antibiotics  then  but  he  recovered  prompt- 
ly under  symptomatic  therapy.  He  soon  married,  and  I 
became  the  family  physician  and  was  the  obstetrician 
for  the  delivery  of  two  sons.  When  the  first  son  was  four 
or  five  years  of  age,  shortly  after  a visit  to  Chicago  with 
his  parents  to  see  relatives,  he  became  ill,  and  I was 
called  to  see  him.  He  had  some  fever  and  was  quite 
irritable. 

When  I attempted  to  examine  his  throat,  a spasm 
prevented  my  opening  his  mouth  normally.  I suspected 
tetanus.  I asked  the  family  if  there  had  been  any  nail 
puncture  or  other  wounds,  and  they  knew  of  none.  I 
searched  over  the  body  for  skin  wounds  and  found  only 
a small  scratch  in  the  hair  area  on  the  top  of  his  head. 

The  family  had  not  known  of  this  scratch  but  gave  the 
information  that,  while  in  Chicago,  he  had  played  in  the 
cellar  where  a dog  had  been  domiciled.  We  assumed 
that  the  child  had  scratched  his  head  on  a nail  under  the 
steps  of  the  cellar  where  the  dog  played  and  probably 
had  scratched  his  back  on  the  same  nail. 

The  pediatrician  was  called.  He  did  a spinal  tap  and 
reached  the  conclusion  that  the  diagnosis  was  indeed 
tetanus.  I believe  antitoxin  was  available  and  given  by 
the  pediatrician.  The  child  made  a complete  recovery. 
He  is  now  a Colonel  in  the  Air  Force  stationed  in 
Europe  and  serving  in  the  higher  echelons  of  the  Nato 
Air  Command.  The  younger  son  is  an  honor  graduate 
and  a professor  in  the  Department  of  Medicine  in 
Tulane  Medical  School. 

Majestic  Vision 

Of  course,  the  experiences  and  observations  of  a 
single  physician  can  by  no  means  cover  the  total  prog- 
ress that  has  been  made  in  one’s  lifetime  in  the  diagno- 
sis and  treatment  of  disease.  Everywhere  one  turns  to 
try  to  evaluate  the  progress  in  medical  diagnosis  and 
treatment,  one  is  stunned  by  the  majesty  of  the  vision  he 
beholds. 

Yet,  if  one  turns  and  looks  toward  the  future  and 
raises  the  curtain  only  slightly  on  the  future  progress. 


not  only  of  medicine  but  of  science  in  general,  the 
majesty  of  the  past  view  pales  in  the  brilliance  of  the 
future  vision. 

When  our  researchers  in  the  chemical,  biological, 
and  the  physical  sciences  probe  further  into  the  field  of 
genetic  engineering,  who  knows  what  life  may  be  like? 
Our  material  wants  and  needs  may  be  so  easily  satisfied 
that  our  religious  and  philosophical  leaders  will  have  to 
search  thoroughly  and  tirelessly  to  interpret  the  Divine 
Will  for  our  lives  to  thus  add  content  to  daily  living. 

0 
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Mexico- Acquired  Malaria: 
A Case  Report 

Stephen  G.  Lauten,  M.D.* 


Despite  Mobile’s  seaport  situation,  malaria  remains 
a very  rare  disease  here  with  only  a handful  of 
cases  reported  to  the  Center  for  Disease  Control  from 
Alabama  in  the  last  two  years.  However,  the  disease 
remains  a worldwide  problem  despite  attempts  at  uni- 
versal eradication. 

It  is  caused  by  an  obligate  intracellular  protozoan  of 
the  genus  Plasmodium.  P.  malaria,  P . falciparum,  P. 
ovale,  and  P.  vivax  are  the  four  species  that  cause 
malaria  and  the  following  is  a case  report  of  an  infection 
with  Plasmodium  vivax  acquired  during  a fishing  trip  to 
Mexico,  just  south  of  an  area  near  Brownsville,  Texas. 

Case  History 

A 39-year-old  Caucasian  businessman  from  Mobile 
presented  with  fever,  myalgias,  and  a headache.  He 
had  recently  returned  from  a fishing  trip  in  the  northern 
part  of  Mexico,  just  south  of  the  Texas  border.  There 
was  no  history  of  any  blood  transfusions.  The  area  was 
swampy  and  mosquito-infested. 

His  physical  examination  found  mild  tenderness  in 
the  right  upper  quadrant  but  otherwise  was  normal 
except  for  a temperature  of  102  degrees  and  a pulse  of 
100. 

Laboratory  data  was  within  normal  limits  except  for 
a mild  elevation  in  the  SCOT  and  the  alkaline  phospha- 
tase. A left  shift  was  apparent  with  40  band  forms  and  a 
white  blood  cell  count  of  1 1 ,000.  His  peripheral  smear 
showed  merozoites  consistent  with  vivax  malaria.  He 


was  treated  with  chloroquine  and  primaquine  and  his 
fever  resolved  within  72  hours  and  has  not  recurred  in 
the  last  six  months.  His  laboratory  abnormalities  have 
since  returned  to  within  normal  limits. 

Malaria  probably  originated  in  Africa.  Hippocrates, 
in  the  fifth  century  B.C.,  described  the  clinical  man- 
ifestations and  complications  of  the  disease  and  related 
it  to  stagnant  waters  in  swampy  areas. 

The  first  significant  breakthrough  in  understanding 
the  etiology  of  the  disease  came  in  the  late  19th  century 
when  a physician  in  Algeria  described  the  peripheral 
blood  changes  of  a patient  with  malaria. 

During  this  century,  progress  has  been  made  in  vec- 
tor control  and  in  the  development  of  potent  anti- 
malarial  compounds.  In  1956,  the  World  Health  Orga- 
nization (WHO)  adopted  the  idea  of  global  eradication 
because  of  the  high  potency  of  diphenyltrichloroethane 
(DDT)  and  other  insecticides.  However,  increasing 
resistance  of  the  vector  to  DDT  severely  impaired  the 
problem  and  malaria  has  resurrected  itself  in  many 
areas. 

Malaria  now  occurs  throughout  Africa,  the  Middle 
East,  Central  and  South  America,  Southeast  Asia,  In- 
dia, China,  Haiti,  and  Mexico.  P.  vivax  predominates 
in  Mexico.  It  is  transmitted  by  the  bite  of  an  infected 
female  Anopheles  mosquito  although  transfusion 
malaria  and  congenital  malaria  can  occur.  Contami- 
nated hypodermic  needles  shared  by  drug  addicts  can 
also  transmit  the  disease. 
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There  are  important  genetic  determinants  of  suscep- 
tibility to  malaria.  P falciparum  disease  is  suppressed 
in  the  presence  of  fetal  hemoglobin  and  hemoglobin  S. 
Persons  whose  red  cells  lack  the  Duffy  a and  b blood 
group  determinants  are  resistant  to  infection  with  P. 
vivax.  The  low  incidence  of  P . vivax  in  Africa  is  ex- 
plained by  the  fact  that  most  Africans  are  Duffy  nega- 
tive (D-negative). 

Malaria  transmission  is  significantly  influenced  by 
climate  and  is  ideal  when  the  temperature  is  70°  F to  90° 
F and  the  mean  relative  humidity  is  at  least  60%. 
Clinical  signs  and  symptoms  of  malaria  are  associated 
with  the  release  of  merozoites,  malarial  pigment,  and 
debris  into  the  circulation  following  rupture  of  infected 
red  blood  cells. 

Malaise,  headache,  myalgias  and  fever  are  the  usual 
early  manifestations  of  the  disease.  The  incubation 
period  of  vivax  malaria  is  12-18  days  but  may  be 
longer.  Relapses  are  common  within  six  months  of  an 
acute  attack. 

Initially,  the  fever  can  be  erratic  or  continuous  but 
after  3-4  days  a typical  synchronous  cycle  may  develop 
with  afternoon  temperature  spikes  about  every  48 
hours.  Definitive  diagnosis  depends  on  microscopic 
demonstration  of  parasites  within  the  peripheral  blood. 

Chloroquine  phosphate  is  the  drug  of  choice  for  the 
treatment  of  vivax  malaria.  Chloroquine  resistance  has 
never  been  described  for  this  species  and  clinical  re- 
sponse is  generally  rapid.  Patients  with  P.  vivax  should 
also  be  given  primaquine  to  prevent  relapses  from  per- 
sistent exoerythrocytic  stages  in  the  liver. 

Unfortunately,  nearly  'A  of  patients  with  P.  vivax 
infection  treated  with  chloroquine  and  primaquine  may 
still  undergo  relapse.  These  patients  should  receive  a 
second  course  of  these  medications. 

Chemoprophylaxis  for  malaria  is  given  to  persons 
entering  areas  endemic  for  malaria.  Anyone  traveling 
to  such  areas  may  acquire  malaria  and  chemoprophy- 
laxis certainly  reduces  but  does  not  prevent  this  risk. 

Chloroquine  phosphate  is  highly  effective  for  sup- 
pression of  infections  caused  by  P.  vivax,  P.  ovale,  and 
P.  malaria  and  chloroquine-sensitive  strains  o'!  P.  fal- 
ciparum. The  adult  patient  traveling  to  a chloroquine- 
sensitive  area  should  receive  chloroquine  phosphate 
(Aralen)  500  mgm  (300  mgm  base)  once  a week,  begin- 
ning 1-2  weeks  before  entering  the  malarious  area.  The 
same  doses  should  be  continued  until  the  patient  has 
been  out  of  the  area  of  malarial  transmission  for  6 
weeks. 

Taken  in  these  prophylactic  dosages,  chloroquine  is 
a very  safe  drug.  Its  reputation  for  producing  retinal 
damage  arose  from  its  use  at  much  higher  doses  as  an 
anti-inOammatory  agent  in  systemic  lupus  erythemato- 
sus. An  alternative  chemoprophylactic  agent  is  hy- 
droxychloroquine sulfate  (Plaquenil). 


Merozoite  in  peripheral  smear. 


Mexican  areas  associated  with  risk  for  malarial 
transmission  include  the  States  of  Campeche,  Chiapas, 
Guerrero,  Michoacan,  Oaxaca,  Quintana  Roo,  Tabas- 
co, Veracruz  (eastern  part)  and  Yucatan.  The  resort 
areas  of  Cancun,  Puerto  Vallarta,  Acapulco  and  Cuer- 
navaca seem  to  be  malaria-free.  However,  a number  of 
inland  areas  and  certain  areas  along  the  Gulf  and  Pacific 
coasts  of  Mexico  may  harbor  the  vector.  Consequently, 
travelers  to  these  areas  should  give  strong  consideration 
to  anti-malarial  prophylaxis.  0 
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Contact  Investigation  of 
Tuberculosis  in  Schools 

Ron  Grantland,  M.P.H.* 


Introduction 

It  has  been  estimated  that  each  case  of  active  tubercu- 
losis disease  results  in  two  to  three  new  tuberculosis 
infections  as  indicated  by  a positive  Purified  Protein 
Derivative  (PPD).  Of  these  new  infections  between 
five  and  fifteen  percent  progress  to  serious  disease 
within  five  years.*  The  rate  of  progression  is  inversely 
related  to  age,  with  young  children  and  adolescents 
having  the  greatest  risk.  After  the  first  five  years  an 
estimated  three  to  five  additional  percent  will  develop 
active  tuberculosis  at  a later  time.^ 

It  is  very  important  to  identify  contacts  as  soon  as 
possible.  A person  who  converts  from  a negative  skin 
test  to  a positive  skin  test  is  much  more  susceptible  to 
progressive  disease  than  those  who  have  had  a repeat- 
edly positive  result  for  some  years.  The  first  few  years 
are  the  most  critical  for  a new  positive  reactor  and  the 
sooner  the  new  positives  are  identified,  the  sooner  they 
can  be  put  on  preventive  therapy. 

When  conducting  contact  investigations,  the  Amer- 
ican Thoracic  Society  recommends  starting  with  those 
who  are  most  likely  to  have  been  infected.  To  be 
cost-effective  and  efficient,  the  first  step  is  simply  to 

* Administrator,  Madison  County  Health  Dept. 


allocate  contacts  into  higher  and  lower  risk  cate- 
gories.^’ "*  This  is  best  accomplished  by  the  use  of  the 
“concentric  ring  concept.”^  Home  environment  con- 
tacts should  be  examined  first.  This  would  include 
household  members  and  others  that  may  have  had  pro- 
longed contact  with  the  case  such  as  close  friends 
and/or  relatives.  If  the  first  group  has  a higher  than 
expected  reactor  rate,  skin  testing  should  be  extended 
to  the  next  group.  This  might  include  the  work  or 
school  environment.  If  no  more  positive  reactors  are 
found  among  the  members  of  this  group  than  one  would 
expect  in  the  general  population,  the  patient’s  infec- 
tiousness can  be  assumed  to  be  low,  and  skin  testing 
need  be  carried  no  further.  However,  if  one  of  the 
contacts  should  prove  to  have  tuberculosis,  the  process 
should  begin  again. 

With  the  understanding  of  proper  contact  investiga- 
tion a retrospective  record  review  of  a 1978  incident  in 
which  a high  school  student  was  diagnosed  as  having 
pulmonary  tuberculosis  was  undertaken. 

Case  Study 

In  May  1978,  an  18-year-old  black  female  was  di- 
agnosed as  having  pulmonary  tuberculosis.  At  the  time 
of  her  diagnosis  she  was  a senior  at  Gadsden  High 
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School  in  Etowah  County.  There  were  eight  additional 
members  in  her  family  and  all  showed  a positive  reac- 
tion to  the  tuberculin  test.  This  was  a good  indication 
that  skin  testing  should  proceed  further.  There  re- 
mained only  a few  weeks  before  school  would  be  re- 
cessed for  the  summer,  but  this  was  sufficient  time  to 
mount  a good  skin  testing  program.  However,  the 
school  officials  did  not  consider  testing  feasible  in  light 
of  the  approaching  summer  vacation.  Within  one  year 
after  the  index  case  was  diagnosed  six  additional  cases 
from  Gadsden  High  School  were  identified;  three 
seniors,  two  juniors  and  one  sophomore.  The  seniors 
had  already  graduated  before  they  developed  disease 
and  one  of  the  juniors  developed  disease  in  July  1978. 
The  other  junior  and  sophomore  cases  were  extra- 
pulmonary  and  were  not  considered  infectious.  In  all 
probability  the  one  case  that  developed  in  May  was  the 
only  case  exposing  the  student  body  to  tubercle  bacilli. 

The  1978-79  school  year  passed,  and  permission  to 
test  the  students  was  still  denied.  Approximately  400 
students  had  now  been  missed  due  to  graduation.  In 
September  1979,  the  beginning  of  another  school  year, 
permission  was  granted  to  screen  the  students  for  possi- 
ble reactors.  The  1979-80  senior  class  were  sopho- 
mores at  the  time  of  the  initial  case  in  May  1978  and 
was  the  only  class  exposed  to  the  case  of  tuberculosis.  It 
was  nevertheless  decided  to  test  all  grades.  By  doing  so 
the  twelfth  grade  could  be  compared  to  the  other  grades 
to  see  if  there  were  any  differences  in  the  prevalence 
rates  of  positive  reactors. 

Results 

Figure  1 shows  the  reactor  rates  by  grades.  There 
was  a total  of  33  tuberculin  positives  out  of  435  tested. 
The  twelfth  grade  had  26  of  156  (16.9%)  positive 
compared  to  an  expected  rate  of  2 . 23  % (p  < .001).  The 
other  two  grades  were  not  statistically  significant  from 
what  would  be  expected. 

All  33  positives  were  interviewed  for  prior  contact  to 
any  tuberculosis  case,  and  only  four  gave  such  a his- 
tory. Only  two  of  the  twelfth  graders  that  were  positive 
indicated  that  someone  in  their  family  had  ever  had 
tuberculosis.  This  is  a further  indication  that  the  index 
case  was  the  probable  source  of  the  subsequent  posi- 
tives in  the  twelfth  grade.  All  33  positives  received 
chest  roentgenograms  and  were  placed  on  INH  preven- 
tive therapy  for  one  year. 

Discussion 

This  study  points  out  the  need  to  carefully  consider 
the  impact  of  the  actions  taken  or  postponed  when 
dealing  with  screening  and/or  prevention.  There  have 
been  incidences  in  which  tuberculosis  was  shown  to  be 
highly  infectious.^’  ^ The  1978  outbreak  at  Gadsden 


Grade 

Figure  1 . Percent  of  Tuberculin  Reactors  by  Grade,  Gadsden 
High  School,  1979 


' Based  on  1979  prevalence  report  of  total  reactors  in  Alabama  between  the  ages  of 
15-24. 

10th  Grade  — 2 reactors;  149  tested  NS 
11th  Grade  — 5 reactors;  133  tested  NS 
12th  Grade  — 26  reactors;  153  tested  p < .001 


was  probably  due  to  lack  of  appropriate  followup. 
There  were  eight  household  members  and  all  had  a 
positive  tuberculin  test  which  would  indicate  the  need 
for  further  testing.  The  failure  to  carry  this  out  resulted 
in  six  additional  cases. 

By  initially  evaluating  the  higher  risk  contacts  for 
evidence  of  tuberculosis  infection  and/or  disease,  the 
actual  infectiousness  of  the  source  case  can  be 
inferred.^  If  data  suggest  recent  infection  within  the 
higher  risk  group,  the  limits  of  investigation  should  be 
extended  into  the  school  population.  (Zl 
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Documentation  for  Disability 
Claims  in  Ischemic  Heart  Disease 

W.  B.  Stonecypher,  M.D.,  F.A.C.C.* 


The  Disability  Determination  Service,  a state  agen- 
cy, is  responsible  through  contractual  agreement 
with  the  Social  Security  Administration  to  make  dis- 
ability decision  recommendations  according  to  estab- 
lished Social  Security  and  Supplemental  Security  In- 
come Disability  rules  and  regulations. 

The  Social  Security  Administration  defines  disabil- 
ity as  “inability  to  engage  in  ANY  substantial  gainful 
activity  by  reason  of  a medically  determinable  physical 
or  mental  impairment  which  can  be  expected  to  result  in 
death  or  can  be  expected  to  last  for  a continuous  period 
of  not  less  than  12  months.  ...” 

The  state  agency  bases  its  recommendations  on  the 
medical  evidence  obtained  from  the  individual’s  treat- 
ing sources  and/or  purchased  consultative  examina- 
tions. Physicians  can  assist  their  cardiac  patients  in 
pursuing  their  disability  claims  promptly  and  efficient- 
ly if  they  know  the  type  and  extent  of  medical  data 
required  by  the  Social  Security  Administration  for 
cases  of  i.schemic  heart  disease.  Medical  data  should 
document  both  the  .severity  and  duration  of  the  impair- 
ment. 
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This  data  needs  to  be  of  sufficient  detail  to  permit  an 
independent  decision  based  on  correlation  of  the 
medical  facts  with  Social  Security  Administration 
criteria.  Opinions  certainly  may  be  offered  but  provid- 
ing medical  data  that  fully  supports  these  opinions  is 
very  useful  in  the  disability  decision  process. 

A common  symptom  is  chest  pain,  chest  discomfort, 
disagreeable  sensations  in  the  chest,  or  some  equivalent 
of  these  symptoms.  If  no  chest  pain  or  equivalent  is 
pre.sent,  this  fact  should  be  made  known.  If  there  is 
chest  pain  or  its  equivalent,  a detailed  description  is 
needed  to  assist  in  the  disability  decision.  The  majority, 
if  not  all,  of  this  description  should  be  provided  in  the 
patients  own  words.  This  detailed  description  should 
include  the  specific  location  with  the  radiation  if  any, 
the  quality  or  character  of  the  pain,  duration  and  fre- 
quency, the  precipitating  factors  (specific  quantitative 
examples  are  useful),  relieving  factors  with  duration  of 
time  required,  and  characteristics  that  support  the  etiol- 
ogy of  the  pain. 

Comment  on  the  relationship  of  the  pain  if  any  to 
rest,  ingestion  of  food,  sleep  disturbance,  and  move- 
ment of  the  upper  extremities.  If  exercise  related,  the 
predictability  of  the  activity  level  producing  the  pain 
should  also  be  discussed.  The  impact  of  the  chest  pain 
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It  makes  sense  now. 


I 

i or  other  cardiac  symptoms  on  daily  activities  should  be 
* specifically  described.  Copies  of  the  office  records 
revealing  the  longitudinal  history  of  the  chest  pain,  its 
treatment,  and  response  provide  excellent  documentary 
evidence. 

While  merely  providing  the  diagnosis  of  angina  pec- 
toris is  of  some  help  in  cases  of  pain  believed  to  be 
ischemic  in  origin,  the  Social  Security  Administration 
insists  upon  a complete  detailed  description  of  chest 
pain.  A “medical  school”  type  report  of  the  pain 
allowing  independent  interpretation  is  needed. 

In  recent  years,  we  have  called  or  written  treating 
physicians  utilizing  a questionnaire  to  try  to  generate 
this  required  thorough  discussion  of  chest  pain.  While 
this  works  reasonably  well,  it  does  cause  delay  in 
processing  the  patient’s  claim.  If  the  treating  physician 
will  provide  a detailed  outline  of  the  chest  pain  with  a 
longitudinal  history  in  the  original  material  forwarded, 
his  patient’s  claim  can  be  processed  more  promptly  and 
accurately. 

If  heart  failure  is  a manifestation  of  a patient’s  ische- 
mic heart  disease,  symptoms,  physical  findings,  and 
response  to  treatment  should  be  described  including 
dates. 

Episodes  of  arrhythmias  and/or  conduction  disturb- 
ances should  be  described  along  with  dates  and  re- 
sponses to  various  modes  of  therapy.  The  dates  and 
frequency  of  any  episodes  of  cardiac  syncope  along 


with  clearly  labelled  copies  of  the  EKG  (if  available) 
documenting  or  suggesting  rhythm  or  conduction  dis- 
turbances are  needed  for  documentation. 

A person  cannot  qualify  for  the  Supplemental  Secu- 
rity Income  and  Social  Security  Disability  programs  on 
subjective  symptoms  alone.  The  relevant  physical  find- 
ings and  changes  with  time  must  be  described.  General- 
ly speaking,  at  least  one  copy  of  a legible  labelled 
electrocardiogram  needs  to  be  in  the  patient’s  claim 
file.  Copies  of  the  EKG  taken  at  various  times  are 
useful  to  document  the  objective  changes  in  a patient’s 
clinical  course.  If  only  one  electrocardiogram  is  sub- 
mitted, a copy  that  shows  the  most  significant  abnor- 
malities, such  as  the  most  marked  Q- Waves  or  ST-T 
changes,  is  generally  best  to  help  document  the  severity 
of  the  ischemic  heart  disease.  Electrocardiograms 
taken  with  exercise  (Master  test,  treadmill  test,  bicycle 
test,  etc.)  are  very  useful.  However,  the  report  with  the 
exact  protocol  is  needed.  For  example,  on  a treadmill 
test  we  must  know  the  exact  speed  and  elevation  along 
with  the  duration  at  that  speed  and  elevation.  It  is  of 
cardinal  importance,  for  documentation  purposes,  that 
we  receive  labelled  copies  of  the  EKGs  taken  before, 
during,  and  after  the  exercise.  This  is  most  critical  in 
determining  whether  the  person  meets  the  Social  Secu- 
rity Administration  criteria  involving  abnormalities  at 
lower  exercise  levels  and  to  consider  vocational  factors 
in  cases  in  which  some  meaningful  function  is  demon- 
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strated.  Reports  of  cardiac  catheterization(s)  data  are 
also  extremely  important  in  documentation.  If  the  pa- 
tient has  had  coronary  artery  bypass  or  other  cardiac 
surgery,  a copy  of  the  operative  report  is  needed.  Re- 
ports of  other  tests,  such  as  chest  x-rays,  radionu- 
cleotide studies,  and  echocardiograms  provide  addi- 
tional useful  documentation.  Specific  ejection  fraction 
data  are  also  helpful  when  available.  Diagnostic  or 
therapeutic  procedures  planned  for  the  near  future 
should  be  discussed. 

Treating  sources  commonly  fail  to  provide  follow-up 
data  after  myocardial  infarction,  cardiac  catheteriza- 
tion, or  coronary  artery  bypass  surgery.  There  are  very 
few  patients  who  qualify  simply  because  they  have 
such  a history.  While  the  associated  objective  data  of 
these  events  are  important  if  available,  the  medical 
facts  that  document  how  the  person  is  faring  afterward 
are  also  very  necessary  in  making  the  disability  deci- 
sion. 

In  patients  whose  severity  is  less  than  that  outlined  in 
the  medical  criteria,  residual  function  is  considered 
along  with  vocational  factors.  Medical  vocational  deci- 
sions vary  from  simple  and  straightforward  to  extreme- 
ly complex.  In  simple  terms,  a young  person  would 
usually  have  to  satisfy  the  medical  criteria  alone  in 
order  to  qualify  for  disability  payment.  On  the  other 
hand,  an  older  person  whose  severity  is  clearly  less  than 


the  medical  criteria  may  qualify  for  disability  payments 
if  there  are  adverse  vocational  factors. 

The  requirement  for  obtaining  this  extensive  docu- 
mentation was  not  made  by  the  Alabama  State  Agency. 
The  state  agency’s  function  is  to  do  its  best  to  determine 
whether  claimants  qualify  for  disability  payments 
according  to  the  regulations  of  the  Social  Security  and 
Supplemental  Security  Income  programs.  A treating 
physician  may  not  possess  all  of  this  detailed  informa- 
tion, so  the  agency  will  sometimes  purchase  consulta- 
tive examinations.  All  we  ask  from  the  treating  physi- 
cian is  to  provide  information  that  already  exists  in  file 
from  the  diagnosis  and  treatment  of  the  patient.  If 
additional  relevant  data  is  available,  such  as  hospital 
records,  please  provide  the  names  and  dates  of  these 
sources.  Significant  noncardiac  impairments  should 
also  be  reported.  Studies  should  not  be  ordered  solely 
for  disability  purposes. 

There  are  numerous  regulations  affecting  the  ad- 
judication of  disability  claims.  “Disability  Evaluation 
under  Social  Security,”  a handbook  for  physicians 
contains  most  of  the  medical  criteria  relevant  to  ische- 
mic heart  disease.  A complimentary  copy  of  this  book- 
let is  available  by  calling  933-9300  for  the  Birmingham 
area  or  the  Alabama  non-Birmingham  toll  free  number; 
1-800-292-8106.  The  extension  is  235.  We  welcome 
your  comments  or  questions.  IZl 
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Executive  Director  continued  from  page  4 

“I  see  computer  literacy  as  the  New  Math  of  the 
1980s.  I suggest  that  we  might  save  a lot  of  wasted 
opportunity  to  do  more  useful  things  if  we  were  to  pinch 
this  one  off  before  it  has  a chance  to  get  well  rooted.” 

National  advertising  directed  at  parents  implants  the 
notion  that  they  are  guilty  of  nothing  less  than  child 
neglect  unless  they  go  in  hock  now  to  get  Junior  a home 
computer,  thus  to  ready  him  for  college  and  the  brave 
new  world  of  microprocessing. 

Newspaper  ads  are  luring  computer  school  appli- 
cants by  the  thousands  to  programs  set  up  virtually 
overnight.  Unemployed  Americans  have  been  told 
much  the  same  thing  in  a barrage  of  hard-sell  advertis- 
ing and  in  the  sincere  sermons  of  political  leaders  who 
have  been  carried  away  by  the  notion  that  the  future 
belongs  to  the  chip.  The  lure  of  instant  knowledge  is 
powerful. 

It  reminds  me  of  those  golden  days  long  ago  when, 
near  the  end  of  summer  vacation,  an  interminable  year 
of  classes  loomed  again,  and  on  into  the  future.  In  those 
bittersweet  days  of  late  August,  we  dreamed  of  a pill 
that  would,  in  one  swallow,  impart  all  the  knowledge  of 
12  years  of  public  education.  (College,  of  course, 
would  have  required  a second  pill,  but  our  dreaming 
had  not  progressed  that  far.) 

Some  of  those  racing  to  become  computer  literate,  or 
to  force  their  children  to  become  hackers  in  the  belief 
that  they  will  have  all  the  information  they  need,  are 
doomed  to  bitter  disappointment.  Many  of  the  so-called 
high  tech  jobs  pay  poorly.  For  example,  some  grocery 
store  checkers  are  listed  among  high-tech  jobs  of  the 
future  because  they  use,  or  will  use,  those  bar-code- 
reading-lasers. 

The  supply  of  truly  high  tech  jobs  is  limited;  too 
often  disillusioned  trainees  are  finding  out  that  they 
really  need  an  engineer’s  education  to  be  much  more 
than  a drone  staring  at  a CRT  somewhere.  Computers, 
in  fact,  often  eliminate  the  need  for  skilled  labor. 

Many  farsighted  experts  believe  computer  technolo- 
gy will  consequently  lower  skill  levels,  not  raise  them. 
Further,  they  believe  that  the  computer  madness  that 
has  swept  over  schools  across  the  nation  has  already 
had  the  effect  of  reducing,  not  elevating,  education 
levels.  For  one  thing,  most  computers  are  used  to  save 
labor,  not  create  it.  And  they  are  becoming  so  user 
friendly  that  some  new  owners  (of  Apple’s  Macintosh, 
for  example)  don’t  even  open  the  instruction  book. 

Even  programmers  have  no  guarantee  of  job  secur- 
ity, as  the  Association  for  Advancement  of  Science 
points  out  in  its  debunking  article.  As  computers  be- 
come more  intelligent,  programmers  will  be  less  neces- 
sary. Very  soon  you  will  be  able  to  tell  the  computer 
what  you  want  to  accomplish  and  — voihi!  — it  will 
generate  a program  tailor-made  for  you. 

Harley  Shaiken,  a labor  and  technology  analyst  at 
MIT,  says,  “We’re  in  danger  of  turning  unemployed 


steel  workers  into  unemployed  computer  program- 
mers.” 

Education  specialists  are  now  beginning  to  wonder 
publicly  whether  the  kiddies  are  actually  learning  any- 
thing in  schools  that  have  gone  hog  wild  on  computers. 
Computer  literate  children  are  displaying  “production 
without  comprehension,”  says  one  New  York  City 
educator. 

Studies  of  college  computer  science  majors  reveal 
that  many  with  thousands  of  hours  of  programming 
failed  to  understand  the  principles  that  underlie  even 
brief  programs.  Another  education  school  official  said 
the  studies  “raise  serious  doubts  about  the  sweeping 
claims  made  for  the  cognitive  benefits  of  learning  to 
program.” 

It  goes  further  than  that,  says  MIT  computer  scientist 
Joseph  Weizenbaum: 

“Take  the  great  many  people  who’ve  dealt  with 
computers  for  a long  time  — for  example,  MIT  seniors 
or  MIT  professors  of  computer  science  — and  ask 
whether  they’re  in  any  better  position  to  solve  life’s 
problems.  And  I think  the  answer  is  clearly  ‘no.’ 
They’re  just  as  confused  and  mixed  up  about  the  world 
and  their  personal  relations  as  anyone  else.” 

An  even  more  serious  criticism  of  computer  worship 
— this  time  on  the  cutting  edge  of  science  — is  brought 
by  the  eminent  Sir  Bernard  Lovell,  founder  of  Britain’s 
famous  Jodrell  Bank  Observatory. 

“I  fear  that  literal-minded,  narrowly  focused,  com- 
puterized research  is  proving  antithetical  to  the  free 
exercise  of  that  happy  faculty  known  as  serendipity,” 
he  writes. 

In  the  16  years  between  1952  and  1968,  when  com- 
puters pretty  well  took  over  in  astronomy,  there  were 
major  discoveries  almost  yearly.  Sir  Bernard  says; 
radio  galaxies,  quasars,  pulsars,  microwave  back- 
ground radiation  in  deep  space.  All  were  classic  exam- 
ples of  serendipity,  he  says. 

In  the  16  years  since  1968,  he  says,  while  narrowly 
focused  computerized  data  have  been  amassed  in  won- 
drous profusion,  there  was  not  one  single  major  discov- 
ery to  rank  with  the  pre-computer  ones  in  the  identical 
time  frame.  In  a guest  editorial  in  Science  Digest,  Sir 
Bernard  asks: 

“Could  it  be  more  than  a coincidence  that  the 
wholesale  application  of  computers  to  the  techniques  of 
observation  is  associated  with  this  puzzling  cessation  of 
serendipitous  discoveries?  It  is  an  important  matter  for 
us  to  debate:  Would  the  existence  of  radio  galaxies, 
quasars,  pulsars  and  the  microwave  background  ever 
have  been  revealed  if  their  discovery  had  depended  on 
the  computerized  radio  observation  of  today?” 

My  reason  for  bringing  up  some  of  these  doubts  by 
highly  placed  authorities  is  the  capacity  for  misuse  of 
any  new  tool.  A technology  in  transition  can  often  go 
awry.  The  federal  government’s  adoption  of  a com- 
puter program  for  refereeing  American  health  care  is 
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high-tech  cookbook  medicine  any  way  you  slice  it, 
embracing  what  scientists  have  long  called  the  “tyran- 
ny of  the  norm,”  a gadget  solution  to  complex  indi- 
vidual problems. 

Long  before  DRGs  were  hatched,  a wise  man  said; 

“If  you  put  tomfoolery  into  a computer,  nothing 
comes  out  but  tomfoolery.  But  this  tomfoolery,  having 
passed  through  a very  expensive  machine,  is  somehow 
ennobled  and  no  one  dares  criticize  it.” 

Computers  cannot  replace  the  trained  judgment  of 
skilled  physicians.  It  is  said  that  a toddler  walking  into 
his  mother's  kitchen  is  processing  literally  millions  of 
bytes  of  information  — visual,  olfactory,  etc.  — when 
he  decides  that  she  is  indeed  his  mother  and  is  fixing 
brownies. 

Call  me  a Luddite  if  you  will,  but  I cannot  but  believe 
the  newly  vocal  critics  of  computer  worship  are  onto 
something,  and  that  Sir  Bernard  may  have  pinpointed  it 
when  he  concludes  his  doubt  with  this: 

“Computers  act  as  very  narrow  filters  of  informa- 
tion; they  must  be  oriented  to  specific  observations. 

. . . Does  this  mean,  then,  that  computers  are  anti- 
serendipitous?  And  if  they  are,  should  we  not  be  trou- 
bled that  they  may  be  obscuring  from  our  understand- 
ing further  major  features  of  the  universe?” 

Clever  as  they  are  they  are  not  substitutes  and  never 
will  be  for  the  marvelous  human  brain.  They  are  tools, 
useful  ones,  but  the  folly  of  their  worship  may  be 
illustrated  by  going  back  a few  years  and  trying  to 
imagine  the  utter  idiocy  of  supposing  that  marvelous 
brand  new  invention  of  another  time  was  going  to  solve 
all  problems  of  mankind  because  it  opened  up  new 
pathways  of  communication  and  all  that. 

I am  talking  about  the  year  1820  when  William 
Austin  Burt  patented  that  sensation  of  the  age,  the 
typewriter. 
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and  Medicaid,  which  institutionalized  charity  and 
made  every  man  a king  — for  a time. 

He  ticks  off  the  other  factors  contributing  to  the 
meteoric  rises  in  costs  — the  totally  unforeseen  ad- 
vances in  expensive  technology;  defensive  medicine 
responding  to  the  litigation  plague;  increasing  debt 
loads  of  beginning  physicians;  quantum  jumps  in  the 
costs  of  running  a modern  hospital,  with  all  the  goods 
and  services  consumed  by  an  insatiable  clientelle;  the 
social  revolution  of  the  nursing  home  which,  in  a trice, 
supplanted  family  responsibility;  the  increased  age  and 
life  expectancy  of  Americans;  the  none  too  subtle  cost 
shifting  of  expensive  medical  education  to  the  public 
and  private  sectors. 

Professor  Ginzberg  quotes  Dr.  Andrew  Aranow  of 
New  York  Presbyterian-Columbia  Medical  Center  as 


having  seen  this  change  in  his  practice  lifetime:  When 
Dr.  Aranow  joined  the  staff  in  the  1930s  a patient  with 
advanced  pulmonary  disease  would  die  within  a day  or 
two  leaving  a terminal  hospital  bill  of  $8  to  $12.  In 
1984,  Dr.  Aranow  notes,  that  same  patient  might, 
under  special  circumstances,  run  up  a bill  of  $100,000. 
(Conspicuously  missing  from  this  example  is  the  prob- 
able outcome,  with  the  1984  patient  most  likely  return- 
ing to  good  health  and  persuaded,  if  his  neighbors  were 
not,  that  his  life  was  worth  the  price.  Most  Americans 
do  not  criticize  the  cost  of  saving  their  own  loved  ones; 
they  reserve  their  indignation  for  all  those  others  out 
there  gobbling  up  health  care  dollars.) 

Most  such  accounts  are  couched  in  the  solemn  tones 
of  funeral  dirges.  We  physicians  read  them  with  all  the 
curiosity  of  a man  privileged  to  see  his  own  obituary.  I 
do  not  for  a moment  doubt  the  bitter  truth  of  our  present 
predicament  here  in  mid- 1984.  What  depresses  me, 
however,  is  the  faddish  chorus  of  lamentations  from 
academe,  some  of  whose  practitioners  have  always  had 
a vested  interest  in  disaster.  It  has  been  said  that  the 
whole  of  American  scholarship  was  shaped  by  Speng- 
lerian  gloom  and  doom. 

Oswald  Spengler  (1880-1936)  was  the  German  phi- 
losopher and  historian  who  first  sounded  the  death  knell 
of  western  civilization  in  his  massive  two-volume  eulo- 
gy published  after  World  War  1,  The  Decline  of  the 
West.  It  was  his  thesis  in  the  famous  lament  that  every 
culture  passes  through  a life  cycle  from  youth  to  matur- 
ity to  old  age  and  death.  Western  culture,  he  solemnly 
pronounced,  had  had  its  hour  but  was  now  in  extremis. 

Hitler  embraced  the  notion  (though  he  ostracized 
Spengler  for  other  thought  crimes)  as  did  the  Marxists 
and  much  of  American  liberal  thought.  It  was  un- 
fashionable to  believe  that  something  good  would  sur- 
vive and  flourish.  The  good  masked  the  evil,  we  were 
told  and  are  still  being  told  by  enemies  of  America,  and 
should  be  allowed  to  perish.  Hitler  bought  the  Spengle- 
rian  prophecy  and  pronounced  the  democracies  deca- 
dent and  drained  of  their  former  vitality.  His  comeup- 
pance came  in  1945. 

I think  I see  the  same  forces  at  work  in  the  plethora  of 
eulogies  to  American  medicine.  I for  one  think  our 
death,  like  the  death  of  the  American  Republic,  has 
been  somewhat  exaggerated.  The  most  eloquent 
answer  I have  heard  to  the  current  wailing  and  gnashing 
of  teeth  is  that  provided  by  AM  A President  Frank  Jirka 
in  his  splendid  address  at  annual  session  back  in  April. 

Yes,  he  conceded,  the  evidence  is  all  about  us  that 
the  American  physician  is  surrounded  and  under  heavy 
seige.  But  go  back  to  June  1942,  he  said,  to  find  a 
parable  for  the  success  of  faith  and  purpose  against 
seemingly  hopeless  odds. 

At  that  time,  we  were  six  months  into  World  War  11. 
Those  195  days  had  seen  Japan  in  virtually  unchal- 
lenged control  of  the  Pacific,  all  of  Southeast  Asia,  the 
Philippines.  Our  mightiest  ships  had  been  heavily  dam- 
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aged  or  sent  to  the  bottom  of  Pearl  Harbor.  The 
Japanese  control  — Guam,  Okinawa,  Iwo  Jima, 
Guadacanal  — was  absolute.  Our  forces  had  been 
wiped  out  or  captured  all  along  our  Pacific  perimeter. 

On  the  other  side  of  the  world.  Hitler’s  divisions  had 
conquered  at  will  in  Europe;  their  apparently  invincible 
armies  were  marching  toward  Moscow  and  Stalingrad. 
Hardly  a single  candle  of  hope  could  be  seen  anywhere 
in  the  old  world. 

The  nation  had  never  been  in  a darker  hour.  And  yet. 
Dr.  Jirka  said,  “If  you  asked  anybody  in  this  country 
how  the  war  was  going  at  that  moment,  he  would  have 
said:  ‘Don’t  worry  about  it.  We’re  going  to  win.’  ’’ 

Those  of  us  who  lived  through  that  period  know  the 
truth  of  that.  There  was  almost  no  hard  news  to  offer 
hope,  but  Americans  simply  would  not  give  thought  to 
anything  but  ultimate  and  absolute  victory.  They  went 
to  work. 

Dr.  Jirka  is  gently  rebuking  us,  and  1 think  we  de- 
serve it  for  our  hand-wringing  despair.  He  is  saying  to 
all  American  physicians  that  you  gave  to  the  world  the 
finest  system  of  health  care  it  has  ever  known;  your 


predecessors  shouldered  every  adversity.  But  here  we 
are,  just  a few  months  into  the  likes  of  DRGs  and 
alternative  systems,  and  all  about  us  we  hear  physicians 
sobbing  ruin  or,  worse,  capitulating  to  the  invaders’ 
legions. 

“A  war  can  be  won,’’  Dr.  Jirka  said,  looking  us  all 
figuratively  and  literally  in  the  eye,  “by  a people  who 
are  determined  to  win  it  and  have  the  resources  to  back 
up  their  determination.’’ 

If  physicians  have  the  determination,  the  endurance 
and  the  guts  for  the  long  haul,  they  can  eventually  find 
vindication  as  surely  as  our  nation  did  in  1945.  Do  we 
have  that  will,  that  determination,  or  have  we,  like  so 
much  of  the  American  population,  lost  our  spines  in  the 
last  40  years  or  so? 

I hope  we  still  have  it.  I know  what  the  consequences 
will  be  if  we  do  not. 


OCCaiWIONAL  PHYSICIAN 


Build  A Rewarding  Career  With  A Leader  In  Industrial  Medicine 


A full-time  Occupational  Physician/Medical 
Supervisor  is  needed  at  the  Du  Pont  Plant 
in  Chattanooga, Tennessee.  Excellent  med- 
ical facilities  are  provided  and  this  position 
will  be  assisted  by  a trained  staff  includ- 
ing Registered  Murses  and  a Physician’s 
Assistant. 

The  Plant  is  located  in  Chattanooga,  Ten- 
nessee, a city  of  170,000  people  with  choice 
of  urban  or  suburban  living.  Nestled  within 
a surrounding  of  mountains  and  lakes,  the 
community  provides  excellent  recreational, 
educational,  and  living  advantages  for  in- 
dividual and  family. 

A competitive  salary  is  combined  with  a 
strong  benefits  package:  paid  vacation. 


retirement  plan,  savings  plan,  generous 
disability  plan,  paid  health  benefits  and 
dental  plan. 

To  investigate  this  opportunity  for  a sat- 
isfying and  rewarding  career  with  one  of 
America’s  leading  corporations,  please 
send  resume, to:  E.W.  Johnson,  Employee 
Relations  Dept,  Du  Pont  Company,  Room 
X40937S/v\G,  Wilmington,  DE  19898. 


<mm 


G U S PAT  H 


An  Equal  Opportunity  Employer  M/F 


■luly  1 984  /. 13 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $7.50  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance. 
Classified  displays  are  $10  per  column  inch.  Ad  box 
number  can  be  substituted  for  formal  addresses  upon  re- 
quest at  a cost  of  $2.  Copy  deadline  is  6 weeks  preceding 
date  of  publication.  Send  copy  to:  Advertising  Manager, 
ALABAMA  MEDICINE,  P.O.  Box  1900-C,  Mont- 
gomery, Alabama  36197-4201. 


ORTHOPEDIC  SURGEON  — needed  in  Middle  Tennessee,  to  be 
affiliated  with  a 100-1-  bed  hospital  with  intensive  care  unit  and 
emergency  room.  Limited  coverage  can  be  provided.  Must  be 
Board  eligible  or  certified.  Attractive  financial  package  including 
guaranteed  minimum  collections,  assistance  with  office  rent  and 
expense,  moving  and  interview  expenses  paid.  Wide  range  of 
recreational  activities  available  in  the  immediate  area.  Please  send 
resume  to:  Ad  Box  L,  MASA,  P.O.  Box  1900-C,  Montgomery,  AL 
36197. 


ORTHOPEDIC  SURGEON  — BOARD  CERTIFIED  OR  BOARD 
ELIGIBLE  — VA  Medical  Center,  Tuskegee,  Alabama,  has  vacan- 
cy for  orthopedic  surgeon.  831 -bed  general  hospital  with  79-bed 
surgical  service  (10-bed  orthopedic  section).  Affiliated  with  More- 
house School  of  Medicine.  Salary,  including  special  physician’s 
pay,  from  $70,000  to  $80,000.  40  hours  per  week  plus  liberal  fringe 
benefits  package.  Equal  opportunity  employer.  Call  (205)  727- 
0550,  x645,  or  write:  Chief  of  Staff  (11),  VA  Medical  Center, 
Tuskegee,  Alabama  36083. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


Enjoy  life.  50%  (26  weeks  peryear)  of  all  time  off  for  family,  CME, 
etc.  Excellent  salary  leading  to  partnership.  Primary  care  Internist 
seeks  partner  to  share  practice  in  north  Alabama.  Reply  with  C.  V. 
and  letter  to  Ad  Box  C,  MASA,  P.O.  Box  1900-C,  Montgomery, 
AL  36197. 


Physicians  interested  in  practice  opportunities  in  the  Southeast, 
please  contact:  Director,  Physician  Recruitment,  Regional  Health 
Services,  Inc.,  P.O.  Box  2345,  Anniston,  AL  36202;  (205)  236- 
2907. 


PSYCHIATRIST  Immediate  opening  due  to  retirement  of  Psychia- 
trist; attending  psychiatrist  for  an  acute  care  unit  of  approximately 
forty  patients;  JCAH  aceredited  130  bed  acute  care  facility  located 
in  the  beautiful  Tennessee  Valley;  mild  elimate;  prosperous  com- 
munity with  diversified  industry;  low  taxes;  outstanding  school 
system  with  five  colleges  within  a thirty  mile  radius;  excellent 
recreational  facilities;  base  salary  $60,000  annually  (higher  salary 
negotiable  commensurate  with  qualifieations  and  experience);  tax- 
sheltered  retirement  plan;  hospital  insurance  coverage;  13  days 
annual  leave,  13  days  sick  leave  and  13  paid  holidays  per  year. 
North  Alabama  Regional  Hospital,  P.O.  Box  2221,  Decatur,  Ala- 
bama 35602,  (205)  353-9433.  EOE/AAE 


OB/GYN  — needed  in  Middle  Tennessee  to  be  affiliated  with  a 
100-1-  bed  hospital  with  intensive  care  unit  and  emergency  room, 
limited  coverage  can  be  provided.  Must  be  Board  eligible  or  certi- 
fied. Attractive  financial  package  including  guaranteed  minimum 
collections,  assistance  with  office  rent  and  expense,  moving  and 
interview  expenses  paid.  Wide  range  of  recreational  activities  avail- 
able in  the  immediate  area.  Please  send  resume  to:  Ad  Box  L, 
MASA,  P.O.  Box  1900-C,  Montgomery,  AL  36197. 


OFFICE  BUILDING  available  for  sale  or  lease  in  South  Alabama. 
Ideal  for  medical  office  in  scenic  Alabama  community.  Two  hours 
from  Gulf  Coast.  Contact  Larry  Hancock  at  (205)  566-5036. 


FAMILY  PHYSICIANS  desperately  needed  to  locate  in  West  Cen- 
tral Alabama  rural  communities,  one  hour  from  Birmingham. 
Faculty  appointment  with  Family  Practice  Center  at  University  of 
Alabama  if  qualified.  Join  established  practice  or  work  individual- 
ly. Salary  of  $42,000  to  $65,000  guaranteed  until  practice  is  self- 
sufficient.  Generous  fringe  benefits  include  life,  disability,  health, 
retirement,  and  malpractice  insurance,  two  weeks  continuing 
education,  and  three  weeks  annual  leave.  All  equipment,  including 
X-ray  and  lab,  furniture,  and  supplies  provided.  Management  ser- 
vices including  personnel,  payroll,  tax  reports,  and  billing  pro- 
vided. If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-GYN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D.,  #33  Medical  Park, 
Valley,  Alabama  36864. 
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AUXILIARY 


Mrs.  Richard  Shepard 
A-MASA  President 


Was  Napoleon  Murdered? 


Shortly  before  his  death  in  1821  Napoleon,  suspect- 
ing he  had  somehow  been  poisoned,  carefully  in- 
structed his  personal  physician  about  an  autopsy  of  his 
stomach.  But  neither  Antommarchi,  Napoleon’s  doctor 
and  fellow  Corsican,  nor  the  six  English  doctors  sent  in 
by  Hudson  Lowe,  governor  of  Saint  Helena,  reported 
evidence  of  foul  play.  They  found  an  ulcer  in  the 
stomach  near  the  pylorus,  one  calling  it  a cancerous 
ulcer,  although  no  actual  cancer  was  found.  Antom- 
marchi and  at  least  one  of  the  English  doctors  also  noted 
that  the  liver  was  enlarged,  although  not  diseased,  but 
even  this  observation  was  suppressed  in  the  English 
report  by  the  English  governor-general  for  fear  it  might 
suggest  some  di.sease  attributable  to  the  island  environ- 
ment, for  Napoleon  and  his  entourage  blamed  his  ill- 
ness on  a “disease  of  the  climate,’’  and  held  the  En- 
glish responsible  for  it  because  they  had  sent  him  to 
Saint  Helena,  despite  the  fact  that  the  climate  proved 
fatal  to  no  one  else.  Most  opinion  since  has  attributed 
Napoleon’s  lingering  and  painful  death  to  stomach  can- 
cer, although  learned  articles  have  also  discussed  var- 
ious probable  psychological  reasons  for  his  sudden  and 
obvious  physical  decline  and  final  death  at  age  51. 


In  1955,  however,  the  last  volume  of  the  memoirs  of 
Louis  Marchand,  Napoleon’s  faithful  valet,  were  pub- 
lished. Marchand  had  recorded  day  by  day  the  agonies 
of  Napoleon’s  last  months,  including  everything  he  ate 
and  what  medicines  he  received.  In  reading  these 
memoirs,  Sven  Forshufvud,  a Swedish  dentist  and  ex- 
pert on  poisons,  as  well  as  an  ardent  admirer  of  Napo- 
leon, suddenly  realized  how  Napoleon  had  died.  The 
swollen  feet,  the  loss  of  body  hair,  except  on  the  head, 
the  alternating  somnolence  and  insomnia,  the  violent 
nausea,  the  enlarged  liver,  the  weakness  in  the  legs  and 
chills,  and,  especially,  the  increasing  obesity  rather 
than  the  emaciation  which  might  be  expected  from 
cancer,  all  pointed  to  — chronic  arsenic  poisoning! 

Forshufvud  waited  four  years  for  someone  else  to 
notice  what  seemed  to  him  so  obvious,  but  when  no  one 
did,  he  finally  decided  he  would  have  to  try  to  prove  his 
theory.  The  chances  of  getting  the  French  government 
to  exhume  Napoleon’s  body  from  under  35  tons  of 
polished  porphyry  in  the  Invalides  to  test  his  thoery 
seemed  remote  at  best.  But  Forshufvud  knew  that  in 
Napoleon’s  day  it  was  customary  for  great  men  to  give 
out  locks  of  their  hair  much  as  signed  photos  are  dis- 
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tributed  today.  Further,  in  1959.  a new  method  of 
testing  for  arsenic  in  the  hair  had  been  discovered 
which  would  require  only  a single  hair  rather  than  the 
several  thousand  needed  before  that  date. 

Obtaining  that  single  strand  was  harder  than  he  had 
anticipated,  but  in  1960  he  managed  to  get  one  from  a 
lock  of  hair  positively  identified  as  one  Marchand  had 
shaved  from  Napoleon’s  head  the  day  of  his  death.  He 
sent  it,  without  identifying  whose  it  was,  to  Scottish 
scientist  Hamilton  Smith,  who  found  a high  arsenic 
content.  But  Forshufvud  hesitated  to  announce  his  rev- 
olutionary conclusions  on  the  basis  of  a single  test.  Yet 
now  the  French  Napoleonists  would  part  with  no  more 
hair.  Perhaps,  thought  the  Swede,  it  had  already  oc- 
curred to  them  that  if  Napoleon  had  been  poisoned, 
then  one  of  his  own  entourage  — a Frenchman  — must 
have  done  it.  But  eventually  additional  hairs  were 
obtained  and  Smith,  with  his  newly  developed  section- 
al analysis  was  finally  able  to  reveal  a crime  hidden  for 
a century  and  a half  — the  murder  of  Napoleon  by 
arsenic  poisoning. 

A careful  comparison  of  the  memoirs  of  those  who 
had  attended  the  former  Emperor  in  his  final  illness  had 
led  Forshufvud  to  conclude  that  Napoleon  had  suffered 
six  episodes  of  acute  poisoning  in  1820-21 , with  symp- 
toms of  chronic  poisoning  in  between.  When  Smith’s 
hair  analysis  showed  matching  periods  of  high  arsenic 
concentrations  there  seemed  little  doubt  left.  Someone 
close  to  Napoleon  in  his  last  months  was  administering 
the  doses,  doses  he  hoped  were  small  enough  not  to  be 
noticed.  And  the  poisoner  was  already  at  work  in  the 
earlier  years  on  St.  Helena.  A hair  sample  given  to 
Napoleon’s  young  English  friend,  Betsy  Balcomb, 
who  left  St.  Helena  with  her  family  in  1818,  already 
showed  arsenic  content.  The  same  poisoner  had  prob- 
ably also  dispatched  Napoleon’s  friend  and  confidant 
of  the  early  years  of  exile,  Cipriani,  in  1818.  Further 
study  of  all  that  had  gone  on  at  Longwood,  Napoleon’s 
prison-home  on  St.  Helena,  made  it  seem  likely  that  the 
arsenic  had  been  slipped  into  the  private  stock  of  wine 
reserved  for  the  Emperor’s  use. 

The  details  of  the  fascinating  detective  work  of  Sven 
Forshufvud  are  cleverly  interwoven  with  the  story  of 
Napoleon’s  stay  on  St.  Helena  and  his  untimely  death 
by  Ben  Weider  and  David  Hapgood  in  The  Murder  of 


Napoleon  (N.Y.:  Congdon  & Lattes,  Inc.,  1982).  By 
the  end  of  the  book  the  evidence  of  who  the  murderer  is 
is  overwhelming. 

That  his  crime  went  undetected  was  partially  due  to 
the  unwitting  collaboration  of  Napoleon’s  physicians. 
Following  the  accepted  medical  practice  of  the  day  for 
an  undiagnosed  stomach  ailment,  they  prescribed  a 
tarter  emetic.  Acting  on  a badly  weakened  body,  the 
emetic  acted  to  corrode  the  mucous  lining  of  the  stom- 
ach and  inhibit  the  normal  vomiting  reflex.  Then  Napo- 
leon began  taking  orgeat,  or  orange  water,  flavored 
with  bitter  almonds,  the  flavoring  procured  for  him  by 
the  poisoner.  Finally,  although  Napoleon  distrusts  all 
medication,  he  is  given  calomel.  The  three  English 
doctors  called  in  as  consultants  suggest  an  heroic  10 
grain  dosage.  Antommarchi  protests.  “The  patient  is 
too  weak,’’  he  wrote,  “but  I am  alone,  they  are  three, 
and  numbers  prevail.’’  The  calomel,  combined  with 
hydrocyanic  acid  in  the  bitter  almonds,  released  poi- 
sonous mercurial  salts.  Death  came  the  next  day.  Pro- 
fessional poisoners  of  Napoleon’s  day,  Forshufvud 
showed,  knew  of  the  lethal  combination  of  calomel  and 
orgeat,  preceded  by  a tartar  emetic.  And  they  could 
practically  count  on  the  doctor  of  a patient  suffering  the 
symptoms  of  unsuspected  chronic  arsenic  poisoning 
prescribing  both  the  tartar  and  the  calomel.  No  trace  of 
the  arsenic  would  be  left  for  the  autopsy.  The  perfect 
crime. 

The  poisoner,  the  only  member  of  Napoleon’s  little 
band  of  exiles  not  present  when  the  body  was  exhumed 
19  years  after  death  for  transportation  to  Paris,  might 
have  been  startled  by  one  evidence  of  his  crime.  It  was 
expected  that  little  would  be  left  of  the  unembalmed 
body  except  a skeleton.  Yet  when  the  coffin  was 
opened,  although  the  clothing  had  decayed  the  body 
was  remarkably  intact.  The  arsenic  had  served  as  a 
preservative.  Yet  no  one  suspected  anything.  Exposure 
of  the  crime  had  to  wait  for  twentieth  century  advances 
in  forensic  medicine.  But  now,  thanks  to  these  ad- 
vances, arsenic  poisoning  is  no  longer  the  perfect 
crime.  Yes,  Napoleon  was  murdered. 
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Quick. 
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Insurance 
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There  are  several  insurance  companies  doing 
business  in  Alabama  who  claim  to  offer  the  best 
coverage  for  physicians.  You  may  even 
recognize  their  ad  symbols. 

Physicians  symbolize  Mutual  Assurance... Like 
Dr.  Paul  Everest,  Vice  President  and  member  of 
our  Board  of  Directors. 

Mutual  Assurance... 

Created  by  Alabama  physicians — not 
insurance  executives. 

For  Alabama  physicians — with  your 
common  insurance  problems. 

Operated  by  Alabama  physicians — and 
we  know  who  offers  the  best  coverage  for 
Alabama  physicians... 

because  the  feeling  is  Mutual. 
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you  can  depend  on:  CONVENIENCE 
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HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION. 

■ FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MEDI-LEASE  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS. 
OUR  REPUTATION  FOR  SERVICE,  CONVENIENCE,  AND  INTEGRITY  HAS  MEANT 
MANY  SATISFIED  CUSTOMERS. 


■ LEASING  MEANS  MORE  CAPITAL 
AVAILABLE  IMMEDIATELY  FOR 
MORE  PRODUCTIVE  INVESTING. 


■ LEASING  WITH  AMERICAN  MEDI- 
LEASE  ELIMINATES  ALL  TIME 
WASTING  HASSLES  WITH  THE 
DEALER. 


■ NO  DOWN  PAYMENT 


■ NO  SECURITY  DEPOSIT 


■ SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR. 


■ TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 


■ INVESTMENT  TAX  CREDIT 
AVAILABLE 


■ TURN  OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
ADDITIONAL  INVESTMENT. 


Leasing  Services  Available  ExcLiiui  c/latomoIjilL  l^aiina foitiu.  olliJlical ^Piokiiion 

Arkansas,  Alabama,  Georgia,  Florida  ^ 

Louisiana,  Texas,  Oklahoma  & California 
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Honda  Accord  4 dr. 

$232/mo. 

Cutlass/Regal 

248/mo. 

Riviera 

378/mo. 

Cadillac  Eldorado 

454/mo. 

Lincoln  Town  Car  Sedan 

387/mo. 

Cadillac  Sedan  D’ville 

392/mo. 

BMW  318i 

343/mo. 

Datsun  300ZX 

344/mo. 

Audi  5000s 

391/mo. 

Porsche  91  ISC  Cpe. 

684/mo. 

Mercedes  190 

479/mo. 

Mercedes  300  SD 

699/mo. 

Mercedes  380  SL 

834/mo. 

In  Alabama 

For  Leasing  Information: 
Call  Toll-Free 
1-800-554-2234 
For  Information 
On  Any  Automobile 
Available  In  The  U.S. 
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Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given;  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
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Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
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should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 
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Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MAS  A Services.  Com- 
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About  the  Cover 
Mutual  Assurance  Gets  an  ‘A’ 

Seven  years  ago  this  month  a fledgling  professional  liability  insur- 
ance company  named  Mutual  Assurance  Society  of  Alabama  had 
most  of  its  members  covered,  having  started  life  the  preceding  April. 
In  time  for  the  anniversary,  Mutual  Assurance  last  month  received 
the  highest  rating  of  A (Excellent)  from  A.  M.  Best.  Best  is  to  the 
insurance  industry  what  Moody  or  Standard  & Poor  is  to  the  bond 
market.  On  the  cover  Mutual  Assurance  President  A.  Derrill  Crowe, 
M.D.,  (right),  proudly  shows  the  Best  report  to  MASA  Secretary- 
Treasurer  William  L.  Smith,  M.D.  Best  rating  classifications  are  A 
(or  A -f- ) for  Excellent,  then  Very  Good,  Good,  Fairly  Good  and  Fair. 
Normally  it  takes  nine  years  for  a new  professional  liability  company 
to  make  it  with  Best;  Mutual  Assurance  cut  that  to  seven,  drawing 
such  praise  as  this  from  Best:  “A  strong  financial  position  is  main- 
tained as  unaffiliated  investments  exceed  liabilities  by  10%.  The 
investments  are  liquid,  high  yield,  and  mostly  cash  or  short-term 
bonds.  Earned  premiums  have  been  level  for  six  years  while  net 
resources  have  doubled  and  reserves  for  unpaid  claims  have  risen 
steadily  to  where  they  now  exceed  premiums  earned  during  the  past 
five  years.”  Small  wonder  Dr.  Crowe  is  smiling  as  he  shows  off  the 
Be.st  big  book.  His  company  is  one  of  the  first  doctor-owned  com- 
panies to  be  so  rated  by  Best. 
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The  Parts  at  War  with  the  Whole 


The  public  proclivity  for  viewing  the  cost  of  health 
care  as  an  isolated  phenomenon,  unrelated  to  the  rising 
cost  of  everything,  is  a baffling  mind-set  that  does 
nothing  to  promote  rational  discussion  in  Washington. 

In  fact,  looking  at  any  problem  as  a discrete  event, 
unattached  to  the  rest  of  the  real  world,  is  a grave  failing 
for  which  the  country’s  political  leadership  must  take  a 
fair  amount  of  blame. 

When  appealing  to  the  electorate,  politicians  micro- 
tome out  a thin  section  of  the  national  economy,  for 
example,  and  assure  their  constituents  that  all  that  is 
needed  to  quick-fix  Problem  A to  their  satisfaction  is 
Solution  X (instead  of  Z,  proposed  by  the  opposition). 

This  kind  of  economic  reductionism  inevitably  leads 
to  simplistic  solutions  because  it  insulates  a problem 
from  the  surrounding  complexity,  thus  to  forestall  any 
questioning  of  the  practicality  of  Solution  X. 

The  belief  in  isolated  solutions  has  created  a mon- 
strous growth  of  special  interest  groups  in  Washington 
devoted  to  only  one  issue  each.  The  scores  of  lobbies 
for  the  aged  and  minorities,  for  example,  demand  ac- 
tion on  what  they  are  interested  in,  hang  the  conse- 
quences to  the  rest  of  problems  facing  congress.  Don’t 
tell  them  that  welfare  and  defense  are  inextricably 
bound  together  — they  know  better. 

Accordingly,  our  nation’s  laws  and  regulations  have 
grown  piecemeal  over  the  years,  as  one  after  another  of 
the  single-issue  groups  worked  its  will  for  a patch  here 
and  an  exception  there,  instead  of  supporting  orderly 
overall  plans  balancing  the  needs  of  the  entire  popula- 


tion. You  need  look  no  further  than  the  income  tax 
laws,  personal  and  corporate,  to  see  the  crazy-quilt 
results  of  kowtowing  to  each  group  as  it  amassed  the 
clout  to  work  its  will. 

The  founding  fathers,  in  their  hard-nosed  idealism, 
recoiled  even  from  the  thought  of  political  parties. 
They  would  have  thrown  up  their  hands  in  abject  de- 
spair over  the  whole  democratic  experiment  had  they 
been  able  to  see  government  by  special  pleaders  and 
single-issue  crazies  now  holding  forth  in  the  nation’s 
capital . 

And  that  is  what  Washington  has  become  — a vast 
beehive  of  single-issue  lobbyists  warring  over  the  re- 
distribution of  wealth. 

The  fundamental  problem  with  these  groups  is  self- 
indueed  tunnel  vision,  each  seeing  only  one  tree  in  the 
vast  forest  of  American  interests.  The  energies,  persua- 
sion and  war  chests  they  bring  to  bear  often  skew  and 
distort  the  idea  of  government  the  Founders  had  care- 
fully designed. 

All  this  is  preface  to  what  some  very  worried  national 
leaders,  with  no  axes  to  grind,  see  as  a truly  urgent 
demand  for  reordering  of  national  priorities.  I have  read 
no  more  compelling  statement  of  the  problem  than  an 
interview  with  Peter  G.  Peterson  in  the  Harvard  Busi- 
ness Review. 

Mr.  Peterson  is  a distinguished  leader  with  a varied 
career  in  industry  and  government.  He  began  35  years 
ago  as  a market  analyst;  served  on  the  Board  of  Direc- 

continued  on  page  25 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  managerrient.  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amilorlde  Further  use 
in  anuna.  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings;  Do  rtof  use  potassium  supplements,  dietary  or  other- 
wise. unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
IS  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
liler/day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency  Periodically,  serum  K'*'  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K'*'  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reponed  with  thiazide  diuretics 
Precautions;  Do  penodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias.  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide: 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
paralyzing  effect  of  nondepolanzing  muscle  relaxants  such  as 
tubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
periodic  Wood  studies  in  cirrhotics  with  splenomegaly  Anti- 
hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
calculus  components  Therefore,  Dyazide  should  be  used  with 
caution  in  patients  with  histories  ot  stone  formation  A few  occur- 
rences of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  Dyazide'  The  following  may  occur  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazde  interferes  with  fluores- 
cent measurement  of  quinidine  Hypokalemia  is  uncommon  with 
DyazxJe , but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-nch  foods  Corrective  mbasures  should  be 
instituted  cautiously  arx)  serum  potassium  levels  determined 
Discontinue  corrective  measures  and  Dyazide  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia ^rum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  tor  para- 
thyroid function 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihyper- 
tensrve  drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity 

Adverse  Reactions;  Muscle  cramps,  weakness,  dizziness  head- 
ache. dry  mouth,  anaphylaxis  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions,  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances:  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics)  Necrotizing  vasculitis  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema  transient  Wurred  vision,  sialade- 
nitis, and  vertigo  have  occurred  with  ihiazxtes  alone  Triamterene 
has  been  tourxl  in  renal  stones  in  association  with  other  usual 
calculus  components  Rare  irxtidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  In  a lew 
patients  on  'Dyazide . although  a causal  relationship  has  not 
been  estaWnhed 

Supplied:  Dyazide'  is  supplied  In  bottles  ot  1000  capsules: 
Single  Unit  Packages  (unll-dose)  of  100  (Intended  tor  Institu- 
tional use  only):  In  Patlent-Pak'*  unit-ot-use  bottles  of  100. 


In  Hypertension . . . 
When  You  Need  to 
Conserve  

Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 
SI^F  Quality 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium-  Sparing 

DYAZIDF 

I'.ac'h  capsule  contain.s  50  mg.  of  I)\Tcnium*  (lirand 
of  triamterene ) and  25  mg  of  hydriK'hlorothiazide 

Over  17  ’fears  of  Confidence 
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Do  It  Yourself 


Jack  Hyman,  M.D. 
President,  MASA 


I fully  appreciate  the  fact  that  the  circumstances  of 
virtually  every  physician  in  Alabama  are  different.  I 
understand  the  dismay  many  of  you  feel  in  being  sud- 
denly thrust  into  the  predicament  of  deciding  between 
the  profusion  of  alternative  care  systems  being  foisted 
on  us. 

This  then  is  a disclaimer  for  what  follows , an  account 
of  how  my  county  society.  Mobile,  wrestled  with  the 
challenges  facing  it  and  arrived  at  a solution  most  of  us 
believe  is  best  for  us.  It  may  not  be  best  for  your  society 
or  for  you  personally.  If  not,  perhaps  the  thought  proc- 
esses by  which  we  came  to  a meeting  of  the  minds  may 
be  of  some  value  in  your  study  and  reflection. 

I know  that  many  of  you  have  signed  or  been  tempted 
to  sign  various  contracts  that  you  don’t  like  and/or  do 
not  fully  understand . In  this  connection , let  me  offer  the 
homey  words  of  New  York  City’s  late  Mayor,  the 
irrepressible  Fierello  La  Guardia.  Someone  once  asked 
the  Mayor  if  he  believed  in  the  devil.  He  thought  about 
it  and  answered  affirmatively,  assuring  his  questioner 
that  anyone  who  attempted  to  govern  Gotham  would 
say  the  same.  He  said; 

“The  devil  is  easy  to  identify.  He  appears  when  you 
are  very  tired  and  makes  a very  reasonable  request 
which  you  know  you  shouldn’t  grant.’’ 

Almost  everyone  has  had  such  an  experience  — 
more  perhaps  lately  than  is  usually  the  case.  In  Mobile 
most  of  us  had  heard  of  such  reasonable  requests,  all 
coming  when  physicians  were  very  tired  of  thinking 
about  the  relative  merits  of  a baker’s  dozen  of  strange 
and  alien  alternative  systems.  We  decided  to  build  our 
own.  We  established  a committee  to  consider  all  possi- 
bilities, whether  proven  systems,  experimental  ones  or 
even  models  that  existed  only  as  a gleam  in  someone’s 


eye.  Our  only  mandatory  requirements  were  these;  it 
must  work,  and  work  in  a competitive  market  where  lip 
service  to  cost  containment  will  not  pass  muster.  It 
must  preserve,  to  the  maximum  possible  extent,  private 
practice,  with  all  it  has  meant  to  the  American  people 
and  to  our  profession. 

After  a year  of  looking  at  just  about  everything,  the 
committee  concluded  that  the  foundation  model  was 
made  to  order  for  Mobile.  The  Society  enthusiastically 
ratified  this  choice.  We  knew  we  had  been  given  the 
luxury  of  having  more  time  than  some  other  cities  in  the 
state  and  nation  to  develop  a plan  of  our  own  before 
being  forced  to  participate  in  a system  that  was  not  of 
our  design  and  over  which  we  would  have  no  control. 

It  was  not  the  pressure  of  a profit-making  HMO  or 
IPA  in  our  city  but  the  handwriting  was  clearly  on  the 
wall.  All  kinds  of  contraptions  were  rolling  down  on 
Alabama  from  North,  East,  and  West.  If  we  were  to 
control  our  own  destiny,  which  was  the  expressed  de- 
sire of  the  membership,  we  had  to  act,  developing  a 
plan  to  accommodate  to  the  changing  times  but  one 
with  which  we  could  all  feel  comfortable. 

A foundation  for  medical  practice,  already  tested  in 
the  California  war  zone  and  in  Maricopa  County,  Ari- 
zona, seemed  to  fit  us  like  a glove.  Members  would  be 
free  to  participate  or  not  participate.  If  they  elected  to 
Join,  their  fees  would  be  their  responsibility.  The 
foundation  would  concern  itself  with  utilization  review 
and  behavior  modification  to  make  it  attractive  to  busi- 
ness, industry  and  underwriters  — who  are  not  really 
concerned  with  the  smallest  component  of  their  health 
care  bill,  our  fees.  What  they  are  concerned  with,  we 
knew  from  years  of  discussion  with  them,  is  in- 

coniinued  on  page  33 
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WE  DON’T  THINK  DOCTORS 
SHOULD  DRIVE  THEMSELVES 
THE  WAY  THEY  DO. 


To  and  from  the  office,  to  and 
from  the  hospital,  doctors  are  driving 
themselves  to  financial  ill  health. 
Because  the  big  bite  out  of  your  cash 
flow  from  large  down  payments  and 
large  monthly  payments  for  one  or 
more  cars  can  make  you  fiscally  sick. 

But  you  don’t  have  to  expose 
yourself  to  such  a capital  weakness. 
Take  advantage  of  the  Physicians 
Automobile  Leasing  program  from 
MASA  in  cooperation  with  First 
Alabama  Leasing.  Leasing  can 
reduce  your  monthly  payments, 
avoid  sales  tax  and  avoid  tying  up 
your  capital.  You  can  probably  even 
write  off  your  lease  payments  as  a 
business  expense. 


Jerry  Wynne  832-8551 

Ricl^  Mims  832-8552 

Montgomery,  Al.  1-800-392-5795 

Alex  Gotten  326-7263 

Birmingham,  Al. 

Wayne  Oliver  535-0336 

Huntsville,  Al. 

Scott  Parker  690-1447 

Mobile,  Al. 


We’ll  take  care  of  you  in  the  car  of 
your  choice  with  a well  balanced  36- 
or  48-  month  lease  — even  longer  for 
some  models. 

Call  or  come  by  your  nearest  office 
of  First  Alabama  Leasing.  We’ve  got 
the  prescription  for  relieving  your 
driving  headaches. 


RrsyXIabamaLeasing 


©First  Alabama  Bank  1984 


Why  the  Cost  of  Medical  Care 

Is  Rising 

(Written  before  DRGs) 

Joseph  D.  Sapira,  M.D.* 


The  title  of  the  present  essay  has  been  the  subject  of 
increasing  research  over  the  last  decade.  The  re- 
sults of  much  of  this  research  are  expressed  in  dollars, 
which,  while  being  a useful  unit  for  quantitating  the 
outcome  of  different  strategies  and  behaviors,  may 
confound  the  individual  physician  reader  who  is  more 
concerned  with  specific  patients  and  often  cannot  iden- 
tify which  of  the  alternate  strategies  presented  in  a 
research  paper  he  might  personally  have  pursued.  The 
present  essay  is  intended  to  be  complimentary  to  the 
usual  work  in  this  field  and  emphasizes  specific  histor- 
ical changes  in  behavior  which  may  have  contributed  to 
those  great  disparities  in  cost  between  the  various  di- 
agnostic strategies  presented  in  some  of  the  research 
reports  in  this  field. 

1 . 1 do  not  remember  ever  having  ordered  a radionu- 
clide liver-spleen  scan.  1 further  don’t  remember  ever 
having  learned  anything  from  one  that  was  not  already 
known  or  would  not  be  uncovered  in  a timely  fashion 
anyway.  This  is  not  to  say  that  what  1 do  not  remember 
has  not  happened,  but  simply  that  it  must  be  very,  very 
rare.  1 do  know  that  1 have  been  unsuccessful  in  at- 
tempting to  interest  four  different  radionuclide 
radiologists  in  an  efficacy  study  of  the  radionuclide 

* Associate  Chief  of  Staff  for  Euiucation.  Professor  ol  Medicine.  L’ntversity  of 
Maryland.  Veterans  Administration.  Medical  Center.  39(K)  UkH  Raven  Blvd  . Balti- 
more. MD  21218.  (Formerly  Professor  of  Medicine.  LXipartment  of  .Medicine.  Uni- 
versity of  South  Alabama  .Medical  Center.  Mobile.  AL.) 


liver-spleen  scan.t  Still,  this  test  is  frequently  ordered 
by  our  medical  housestaff.  They  are  under  the  impres- 
sion that  it  is  cheap. 

While  it  is  true  that  our  radiologist  only  charges  $42 
for  the  interpretation,  our  hospital  charges  $263.50, 
most  of  this  due  to  the  cost  of  the  radionuclide  and 
technician  fees.  The  total,  therefore,  for  the  liver  spleen 
scan,  locally,  is  $305.50!  (Assuming  that  1 did  want 
morphologic  information,  I think  1 would  spend  an 
extra  $ 100.00  or  so  on  a complete  abdominal  computed 
tomography  (CT)  scan  with  contrast,  which  at  our 
institution  costs  $150.00  for  the  interpretation,  plus 
$269.75  to  the  hospital,  for  a total  of  $419.75.  Or,  in 
that  case,  why  not  perform  peritoneoscopy  or  surgery?^ 
1 have  seen  patients  who  probably  should  have  been 
operated  on,  lying  in  the  hospital  — ($130.00  a day 
semi-private)  — waiting  for  the  CT  scanner  to  be  re- 
paired.) 

2.  Many  years  ago,  in  a far  off  land  there  was  a 
simple  bedside  maneuver  called  the  venous-pressure- 
and-circulation-time.  A venous  pressure  could  be  used 
to  aid  in  the  diagnosis  of  congestive  failure  (inter  alia), 
and  the  circulation  time  would  indicate  whether  the 
failure  was  high-output  or  low-output.  This  combina- 
tion of  tests  required  the  physician  to  inject  material 

t Data  supporting  their  disinterest  in  a careful  examination  of  this  suh|cct  is  pre- 
sented and  reviewed  elsewhere.' 


August  1984  / 9 


(not  radioactive)  into  the  patient.  It  cost  ten  dollars.  It  is 
no  longer  used.*  It  is  true  that  the  advent  of  digital 
subtraction  contrast  angiography  has  repopularized  the 
concept  of  circulation  time;  however  this  is  not  a valid 
pro  argument.  Rather  we  are  concerned  that  both  the 
waxing  and  waning  of  a procedure’s  popularity  be  on  as 
strict  a scientific  basis  as  possible. 

Nowadays,  the  gated  blood  pool  scan  can  be  used  to 
obtain  an  ejection  fraction,  among  other  things.  I have 
observed  that  housestaff  and  junior  faculty  now  use  the 
ejection  fraction  from  the  gated  blood  pool  scan  almost 
identically  to  the  way  that  the  venous-pressure-and- 
circulation-time  was  used  twenty  years  ago.  But  Blue 
Cross  and  Blue  Shield  will  pay  for  a gated  blood  pool 
scan.  The  gated  blood  pool  scan  costs  locally  $384.25 
($323.25  for  hospital  costs  and  $61.00  for  the  profes- 
sional fee). 

The  decholin  circulation-time  component  has  been 
criticized  prima  facie  as  being  unreliable  because  it 
depends  upon  a subjective  end  point;  yet  with  proper 
patient  instruction  it  produces  the  same  end-point  as 
observed  for  fluorescein.^ 

Another  reason  given  for  nonutilization  of  the 
venous-pressure-and-circulation-time  is  that  Blue 
Cross  and  Blue  Shield  will  not  pay  for  it.  But  it  had 
become  very  rare  even  before  that  time.  (“Rare”  is 
operationally  defined  as  follows:  an  attending  who  has 
used  the  test  successfully  without  incident  for  many 
years  can  find  at  least  five  housestaff  in  sequence  who 
“know”  that  the  test  is  either  not  useful  or  dangerous, 
although  they  have  never  seen  or  done  one  themselves.) 
Three  cases  of  fatal  anaphylaxis  or  anaphylactoid  reac- 
tion to  decholin  have  been  reported'^;  less  than  for 
fluorescein.  However,  the  denominator  (total  doses 
administered)  for  both  is  unknown. 

It  may  be  argued  that  the  more  expensive  gated  blood 
pool  scan  is  still  infinitely  superior  to  the  venous- 
pressure-and-circulation-time  because  the  gated  blood 
pool  scan  has  zero  morbidity.  Yet  for  many  years 
decholin  was  thought  to  be  an  innocuous  substance. 
Whether  the  gated  blood  pool  scan  itself  will  be  shown 
to  be  truly  innocuous  can  only  be  determined  with  time. 
Accordingly,  we  should  move  to  a subject  involving 
the  comparative  value  of  testing  procedures  for  which 
relative  risk  data  is  available. 

3.  Many  years  ago,  there  was  a liver  function  test 
called  the  bromsulphthalein  (BSP)  dye  retention  test.  It 
was  a dye  test,  the  most  sensitive  type  of  liver  function 
test  developed  before  or  since.  In  fact,  it  was  so  sensi- 
tive that  it  could  not  be  used  if  there  was  insufficient 
hepatic  plasma  blood  flow  (as  in  congestive  failure  or 
polycythemia).  This  test  required  the  intravenous  injec- 
tion of  BSP  into  the  patient  and  the  removal  of  a sample 
of  blood  exactly  45  minutes  later.  The  BSP  retention 
was  determined  on  unextracted  serum  by  adding  one 


* I am  reliably  advised  that  it  is  still  used  at  the  Parkland  Hospital  in  Dallas.  Maybe 
they  know  something  that  the  rest  of  us  should  know, 
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reagent.  The  colorimetry  could  be  performed  in  the 
crudest,  simplest  colorimeter.  No  ionizing  radiation 
was  involved.  Using  this  test  it  was  widely  appreciated 
that  liver  abnormalities,  verifiable  on  biopsy,  could  be 
detected  in  individuals  who  had  no  chronic  disease  (as 
measured  by  cephalin  flocculation,  thymol  turbidity,  or 
albumin/globulin  ratio);  no  abnormality  of  bilirubin; 
and  insufficient  parenchymal  destruction  to  elevate  the 
transaminases.^  After  many  years,  anaphylactic  reac- 
tions to  BSP  began  to  be  reported.  How  many  of  these 
reactions  were  actually  due  to  crystalline  infusion 
secondary  to  the  contraindicated  storage  of  BSP  solu- 
tions in  the  refrigerator  is  not  known. ^ (In  reading  the 
literature  of  reactions  to  BSP,  I am  also  impressed  by 
the  number  of  patients  who  had  a drug  reaction  from  a 
BSP  test  performed  when  the  patient  either  was  already 
known  to  have  liver  disease;  was  in  congestive  heart 
failure;  or  was  jaundiced.  As  pointed  out  above,  the  test 
should  not  be  done  on  patients  with  congestive  heart 
failure  since  the  decreased  hepatic  plasma  flow  intro- 
duces a confoundment  of  the  test’s  utility  in  measuring 
hepatocellular  function  per  se.  Similarly,  once  the  liver 
is  damaged  to  the  point  that  it  is  unable  to  conjugate  and 
excrete  bilirubin,  it  will  not  be  able  to  conjugate  and 
excrete  BSP.  And,  if  you  already  know  the  patient  has 
liver  disease,  why  do  a BSP?  What  you  want  to  know 
next,  is:  What  kind  of  liver  disease?) 

At  the  present  it  is  estimated  that  BSP  produces  one 
fatal  anaphylactic-type  reaction  per  320,000-750,000 
tests. ^ This  may  be  compared  to  a mortality  rate  of  1 
per  1,667-33,333  for  esophagoscopy;  1 per  6,000  for 
liver  biopsy;  1 per  305  for  percutaneous  trans-hepatic 
cholangiography;  1 per  195  for  splenoportography;  and 
1 per  117  for  transjugular  trans-hepatic  cholan- 
giography. * 

When  medical  tests  are  found  to  be  totally  harmless 
(e.g.  the  VDRL),  they  usually  exit  medicine  and  enter 
public  health.  Where  there  is  still  risk,  there  is  a risk/ 
benefit  ratio,  and  the  problem  of  determining  such 
ratios  seems  to  fall  to  the  lot  of  the  physician.  Thus, 
when  fatal  anaphylactic  reactions  to  BSP  were  re- 
ported, there  were  three  responses  to  such  reports:  (a)  A 
very  small  group  of  physicians  accepted  the  risks,  con- 
sidering the  benefit  to  be  meaningfully  greater,  and 
continued  to  selectively  perform  the  test,  (b)  A second 
group  of  physicians  noted  that  the  indocyanine  green 
test  seemed  a reasonable  alternative.  (c)  Most  physi- 
cians abandoned  all  dye  tests;  a behavior  which  was 
encouraged  by  the  increasing  number  of  enzymatic 
tests,  which  only  required  the  untimed  withdrawl  of  a 
serum  sample.  Accordingly,  young  physicians  could 
only  learn  of  a liver  disease  if  it  would  appear  as  an 
abnormality  of  one  of  these  newer  “liver  function 
tests,”  which  in  most  cases  were  not  liver  function 
tests.  (Most  were  not  specific  to  abnormalities  of  the 
liver  and/or  did  not  usually  measure  any  single  hepatic 
function.)  These  new  young  physicians  aged,  and. 


THE  ULTIMATE 
IN  DIAGNOSTIC 
MEDICINE  . . . 

Highlands  Diagnostic  Center.  It's  an  all  new 
concept  in  medical  testing  coming  soon  to 
Birmingham's  Southside.  It's  tailored  to  the 
concerns  of  the  patient  and  physician  alike- 
combining  the  most  sophisticated  diagnostic 
equipment  with  fast,  accurate,  efficient  service 
and  a highly  professional  staff. 

A UNIQUE  CONCEPT 

Highlands  Diagnostic  Center  is  the  first 
planned  facility  of  its  kind  In  the  United  States. 
It  will  represent  a complete  assembly  of  the 
most  advanced  diagnostic  equipment — all 
under  one  roof  In  a free-standing  outpatient 
facility.  Patients  can  undergo  a full  range  of 
medical  tests  without  being  admitted  to  a 
hospital.  The  result  will  be  less  costly,  more 
timely  examinations  and  quick  delivery  of  test 
results. 

STATEOFTHE-ART  SERVICES 

Testing  capabilities  at  Highlands  Diagnostic 
Center  will  cover  a broad  spectrum  including 
magnetic  resonance  imaging,  CT  scanning, 
nuclear  medicine,  ultrasound,  mammography, 
radiography,  fluoroscopy,  and  X-rays.  All  tests 
will  be  performed  within  24  hours  from  the 
time  they're  ordered.  And  results  will  be  issued 
to  the  referring  physician  the  same  day  the  tests 
are  conducted. 

AN  EXPERIENCED,  PROFESSIONAL  STAFF 

Highlands  Diagnostic  Center  was  conceived, 
and  will  be  operated,  by  a group  of  highly 
professional  radiologists.  They've  been  part  of 
Birmingham's  medical  community  for  years. 
Now  they've  joined  together— along  with  an 
experienced,  personable  support  staff— in  a 
common  commitment  to  provide  patients  and 
physicians  the  ultimate  in  diagnostic  medicine. 
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eventually,  joined  the  faculty. 

Recently  it  has  been  discovered  through  grey  scale 
ultrasound,  that  a picture  of  “hepatocellular  disease” 
(as  opposed  to  the  ultrasonologist’s  “obstructive  dis- 
ease”) can  be  detected.  Some  of  the  patients  with  this 
finding  do  not  have  abnormalities  of  the  currently  used 
liver  function  tests.  But,  they  do  have  abnormalities  on 
biopsy.  (Although  the  converse  is  not  always  true.  The 
ultrasound  can  be  normal  with  the  biopsy  abnormal.) 

Thus,  the  sensitivity  of  the  archaic  BSP  retention  test 
has  almost  been  reachieved  using  a test  which  costs 
over  ten  times  what  the  BSP  test  cost.  ($122  hospital 
fee  -I-  $50  professional  fee  = $172  total,  locally,  for 
hepatic  ultrasound.) 

It  may  be  argued  that  ultrasound  produces  no 
anaphylactic  reactions  and  since  a single  human  life  is 
infinitely  valuable  the  less  sensitive  ultrasound  screen 
is  still  preferable  to  the  BSP  retention  test  (assuming 
one  can  only  use  one  test)  no  matter  what  the  cost 
differential.  I would  accept  this  as  a telling  argument  if 
the  results  of  the  ultrasound  screen  and  the  clinical 
examination  were  used  to  synthesize  a diagnosis. 
However,  in  most  cases  I have  seen  the  injudicious  use 
of  the  ultrasound  information,  without  integration  into 
the  total  clinical  picture,  leading  to  other  tests  designed 
to  produce  that  more  definitive  morphologic  diagnosis 
not  available  from  the  ultrasound  pattern.  Some  of 
these  tests  (e.g.  liver  biopsy)  have  already  been  re- 
ferred to  and  have  a higher  mortality  than  the  BSP  test 
itself. 

In  other  words,  I am  not  suggesting  that  physicians 
do  cheaper  but  infinitely  more  dangerous  tests  of  equal 
sensitivity,  but  rather  that  as  the  tests  have  become 
more  complicated  and  more  expensive  we  seem  to  be 
less  successful  at  synthesizing  them  within  a body  of 
clinical  information.* 

Having  been  raised  in  an  age  when  most  good  di- 
agnosis was  by  skilled  inference,  I have  probably  not 
properly  expressed  my  appreciation  to  the  inventors  of 
the  wonderful  new  diagnostic  devices  of  the  imaging 
type.  But  what  I am  concerned  with  is  the  manner  in 
which  they  are  utilized.  If  I ask  a resident  why  a given 
test  has  been  ordered,  I am  customarily  told,  essential- 
ly, that  it  will  produce  an  image  of  the  organ  in  ques- 
tion. When  I follow  this  up  with,  “But  what  are  you 
going  to  do  after  you  see  the  organ  that  you  don’t 
already  know  to  go  ahead  and  do  now?”  I am,  occa- 
sionally, able  to  make  a teaching  point  in  the  ensuing 
silence. 

4.  Many  years  ago  physicians  would  personally  per- 
form the  microscopic  examination  of  the  patient’s 
stool,  looking  for  undigested  starch  granules,  un- 
digested meat  fibers,  undigested  triglycerides,  and  un- 


*  In  one's  own  studies  of  institutionalized  narcotic  addicts."'  not  a single  BSP 
retention  test  was  performed  because  the  poor  condition  of  the  superficial  veins  in  our 
patient  population  did  not  make  it  worth  risking  even  one  extravasation.  Similarly,  it 
was  not  necessary  to  perform  a single  liver  biopsy  in  order  to  draw  conclusions 
sufficient  to  refute  the  then  common  belief  that  liver  disease  in  narcotic  addicts  was  due 
to  the  toxic  effects  of  the  drug  and  not  to  a needle-bom  agent. 


absorbed  fatty  acids.  When  quantitative  stool  fat  deter- 
minations became  available,  such  microscopic  analy- 
ses became  a lost  art.  Over  two  decades  ago  the  micro- 
scopic examination  of  the  stool  for  fat  was  rediscovered 
and  found  to  have  an  excellent  correlation  with  the 
quantitative  stool  fat  determination.'^  Yet  this  simple, 
quick  (performed  on  a smidgeon  of  stool  from  the  first 
available  bowel  movement),  cheap  test  has  again 
lapsed  into  obscurity. 

Three  criticisms  have  been  offered  to  me  as  reasons 
for  not  using  and  therefore  not  learning  this  test:  First  it 
is  argued  that  the  microscopic  examination  of  the  stool 
for  fat  by  the  physician  is  a learned  skill.  I agree.  Isn’t 
that  what  medical  school  and  residency  are  all  about?  It 
is  also  argued  that  careful  personal  attention  on  the  part 
of  the  examining  physician  is  required.  I agree.  Isn’t 
that  what  medicine  is  about?  Finally,  it  is  argued  that 
this  test  has  false  positives  and  false  negatives.  I agree; 
but  propose  that  these  are  negotiable;  videlict. 

The  prior  use  of  mineral  oil,  suppositories,  and  die- 
tary salad  oil  can  all  produce  false  positives,  but  these 
should  be  detectable  by  history  as  should  a recent 
barium  examination  of  the  alimentary  canal  which  does 
not  produce  a false-positive  so  much  as  it  confounds  the 
test  beyond  recognition  of  anything.  More  important  to 
a screening  test  are  false-negatives  which  here  are  of 
two  types,  both  of  which  are  shared  by  the  quantitative 
stool  fat  determination.  First,  the  underlying  disease 
may  be  so  minimal  that  steatorrhea  is  not  yet  detect- 
able. Second,  a patient  may  have  learned  that  fat  in- 
duces symptomatic  steatorrhea  and  so  eliminates  it 
from  his  diet.  Obviously,  if  you  don’t  put  some  fat  into 
the  top  end  of  the  tube,  you  won’t  be  able  to  detect  its 
malabsorption  by  examining  what  comes  out  the  bot- 
tom end  of  the  tube.  Hopefully,  the  clinician  can  detect 
the  fat-free  diet  by  taking  a history. 

A recent  visiting  professor  suggested  that  the  72  hour 
quantitative  stool  fat  determination  be  used  as  a screen- 
ing test.  To  deal  with  the  last  mentioned  false-negative, 
three  days  of  patient  preparation  on  a 60  gram  per  day 
fat  diet  were  to  precede  the  three  days  of  stool  collec- 
tion. Assuming  an  optimal  one  day  for  the  delivery  of 
the  sample  to  the  laboratory,  the  determination,  and  the 
reporting  of  the  results  back  to  the  chart,  we  have  seven 
hospital  days  at  $130.00  per  day  (just  for  room  and 
board)  or  a $910.00  minimum  charge  for  this  “screen- 
ing” test! 

5.  While  this  was  in  preparation  yet  another  way  of 
wasting  money  came  to  my  attention.  A patient  was 
admitted  to  my  service  for  evaluation  of  a chest  pain 
which  on  examination  was  found  to  be  classic  chest 
wall  pain.  Admitted  to  the  coronary  care  unit,  all  elec- 
trocardiographic and  enzymes  studies  were  normal.  In 
fact,  this  was  the  fourth  such  admission  to  the  coronary 
care  unit  in  a very  short  period  of  time,  even  though  the 
patient  had  been  previously  seen  by  a certified  car- 
diologist of  some  clinical  competence  who  had,  inde- 
pendently, also  diagnosed  chest  wall  pain.  While  it  was 
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clear  to  us  that  this  patient  did  not  have  angina  pectoris, 
the  chest  wall  pain  was  being  diagnosed  by  the 
emergency  room  housestaff  as  “atypical  angina.”  Be- 
cause of  the  repeated  admissions  it  was  deemed  neces- 
sary to  document,  by  coronary  angiography,  the  ab- 
sence of  coronary  artery  lesions  so  as  to  inhibit  these 
repeated  admissions,  a procedure  for  which  there  is  a 
well-documented  precedent,''^  and  one  which  was  de- 
scribed by  its  proponents  as  the  physician  “biting  the 
bullet.”'^ 

Since  my  patient  had  no  funds,  and  our  hospital  is  in 
financial  difficulty  because  of  the  money  spent  on  pro- 
viding such  patients  with  free  care,  it  was  first  neces- 
sary to  explain  to  the  patient  that  the  hospital  was  going 
to  sue  the  patient  for  the  costs  of  the  coronary  angiogra- 
phy! Exactly  who  is  “biting”  what,  is  thus  not  clear  to 
me.  More  to  the  point  is:  during  our  discussion  of  this 
first  patient,  a second  former  patient  (with  depression 
and  chest  wall  pain)  who  had  already  had  her  normal 
coronary  arteries  angiographically  examined  (for  ex- 
actly the  same  reason  being  proposed  for  the  first  pa- 
tient) was  being  re-admitted  from  the  emergency  room 
for  — you  guessed  it  — “atypical  angina.” 

This  ineffective  substitution  of  modem  technology 
for  simple  clinical  skills  and  knowledge  is  thus  another 
category  of  increasing  cost  with  decreasing  benefit. 

Sometimes  this  approach  backfires:  a professional 
football  star  running-back  gained  over  100  yards  on  a 
Sunday.  After  the  game,  while  sitting  quietly  on  the  bus 
to  the  Atlanta  airport,  he  had  a “seizure”  characterized 
by  tingling  in  the  arm  and  apprehension.  The  airport 
bus  was  diverted  to  a teaching  hospital,  by  which  time 
the  “seizure”  had  disappeared.  An  electrocardiogram 
was  found  to  be  normal.  After  returning  home  to  St. 
Louis,  a coronary  angiogram  was  performed  which  was 
completely  normal.  Nevertheless,  the  star  could  not 
play  the  next  week  because  of  his  arteriotomy  wound! 

I am  not  claiming  that  laboratory  tests  can  be  catego- 
rized as  “good”  or  “bad”;  laboratory  tests  simply  do 
not  exist  in  a moral  dimension.  However,  any  given 
laboratory  test  can  be  used  well  or  poorly.  No  reason- 
able physician  would  suggest  using  the  serum  uric  acid 
in  making  a decision  as  to  whether  or  not  a patient 
should  be  treated  with  penicillin.  Yet,  in  other  situa- 
tions the  serum  uric  acid  can  be  of  value  in  decision- 
making. 

6.  A radiology  colleague  who  read  this  far  noted  that 
1 had  failed  to  include  the  non-radiologist’s  profession- 
al fee  in  my  cost  calculations.  1 did  not  expect  such 
professional  fees  for  the  primary  care  physician  (for  his 
part  of  performing  the  venous-pressure-and- 
circulation-time  or  the  BSP  retention  or  the  stool  exam) 
to  change  my  basic  conclusions.  However,  when  I 
called  our  departmental  business  manager  to  obtain  the 
correct  fees  for  purposes  of  calculation  I learned  that  a 
professional  charge  could  only  be  made  for  such  physi- 
cian-performed tests  provided  the  physician  performed 
and  billed  for  a sufficient  number  of  such  tests  per  year 


so  as  to  build  up  a “profile”  with  Blue  Cross  and  Blue 
Shield.  At  the  end  of  that  time.  Blue  Cross  and  Blue 
Shield  would  reimburse  for  the  lowest  figure  of  several 
including  a figure  calculated  from  the  amount  of  the  bill 
submitted  by  the  physician  as  well  as  from  the  com- 
munity wide  standard  fee.  However,  it  developed  that 
there  was  no  way  to  find  out  the  standard  reimburse- 
ment fee  beforehand. 

Thus,  while  this  information  prevented  me  from  fine 
tuning  the  calculations  in  this  paper  it  did  suggest  that  at 
least  Blue  Cross  and  Blue  Shield  were  concerned  with 
the  cost  of  medical  care  and  were  engaged  in  a tech- 
nique to  lower  costs  by  decreasing  reimbursement  for 
services  provided. 

Yet,  if  we  step  back  from  the  specific  examples  we 
have  been  examining  and  look  at  the  broad  vista,  we 
come  to  a general  phenomenon  which  I call  “delega- 
tion,” which  suggests  that  even  the  Blue  Cross  and 
Blue  Shield  attempt  at  rationing  will  only  further  drive 
up  medical  costs:  If  an  academic  internist  admits  a 
patient  with  chest  pain,  examines  the  patient  and  makes 
the  correct  diagnosis  of  costochondritis,  that  academic 
internist’s  private  practice  corporation  can  bill  for  no 
more  than  if  the  internist  had  examined  the  patient  and 
missed  the  diagnosis.  Furthermore,  if  the  internist  does 
not  know  the  cause  of  the  patient’s  chest  pain  but  orders 
consultations  with  cardiology,  pulmonary,  and 
rheumatology,  who,  in  turn,  order  radionuclide  inves- 
tigations, clinical  chemistries,  electrocardiography, 
and  so  forth,  all  bills  will  be  paid. 

Thus,  the  internist  can  “delegate”  his  work  to  others 
at  no  financial  disincentive  to  himself.  But,  the  cost  of 
achieving  the  diagnosis  has  multiplied  by  several  fold. 

The  above  is  not  meant  to  imply  that  the  physician 
should  become  an  agent  for  third  party  cost  contain- 
ment efforts.  However,  there  is  no  more  reason  to  be 
foolish  about  the  allocation  of  resources  than  there  is  to 
be  illogical.  □ 
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There  is  a Name  for  ( 
Quality  Psychiatric  Care] 

j 

And  Here's  Where  That  I 


Outstanding  Leadership  in 
Oharter  Medical  Corporation. 

Leadership  Stands  Out  in  Alabama. 


For  many  patients,  the  most  effectii’e 
treatment  can  be  best  delivered  by 
psychiatrists,  working  with  highly 
qualified  professionals,  in  a free- 
standing hospital  whose  entire  staff 
is  dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
and  implement  an  individualized 
treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  hospital 
and  the  referring  professional,  about 
the  patient’s  status.  All  psychiatrists 
on  staff  are  Board  Certified  or  Board 
Eligible.  There  is  a wide  variety  of 
therapies  available  to  enhance 
individualized  treatment.  And  every 
Charter  Medical  Hospital  has  been 
designed  to  provide  a modern  thera- 
peutic environment  to  promote  your 
patient’s  recovery. 

Here’s  where  you  can  expect  to 
find  this  outstanding  leadership 
in  Alabama. 

Charter  Retreat  Hospital 

225  Beltline  Road 
Decatur,  Alabama  35602 
(205)  350-14.50 

Beds;  104 
F-’sychiatric  Staff;  9 
Programs;  Adult  and  Adolescent 
Psychiatric;  Adult  and  Young  Adult 
Addictive  Disease 

Other  Programs;  Counseling  and 
Intervention  Services  in  Florence 
and  Huntsville;  Off-Premise,  Out- 
patient Adolescent  in  Florence,  AL 

For  further  information  about 
Charter  Retreat  or  admission 
procedures,  contact; 

Medical  Director;  'I'.K.  Lewis,  M.D. 
Hospital  Administrator;  Jim  Johnson 


Charter  Woods  Hospital 

700  Cottonwood  Road 
Dothan,  Alabama  36302 
(205)  793-6660 

Beds;  75 

Psychiatric  Staff;  4 
Programs;  Adult  and  Adolescent 
Psychiatric;  Adult  and  Adolescent 
Addictive  Disease 

Other  Programs;  Counseling  and 
Intervention  Services,  and  Employee 
Assistance  Programs  in  Panama  City, 
Fla.,  Montgomery  and  Dothan,  Ala. 

For  further  information  about 
Charter  Woods  or  admission 
procedures,  contact; 

Medical  Director; 

Sam  C.  West,  Jr.,  M.D. 

Hospital  Administrator; 

Michael  A.  Zieman 

Charter  Southland  Hospital 
251  Cox  Street 
Mobile,  Alabama  36607 
(205)  432-8811 

Beds;  84 

Psychiatric  Staff;  15 
Programs;  Adult  and  Adolescent 
Psychiatric;  Adolescent  and  Adult 
Addictive  Disease 

Other  Programs;  Off-Premise 
Family  Intervention;  Employee 
Assistance  Services;  Outpatient 
Addictive  Disease 

For  further  information  about 
Charter  Southland  or  admission 
procedures,  contact; 

Program  1 )irectors;  Jim  Thomas,  M. I ). 

(Adolescent  Psychiatry); 

Tom  Stammers,  M.D. 

(Addictive  Disease) 

Hospital  Administrator;  David  Henry 
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An  Approach  to  Preventive 
Periodic  Health  Examinations 


Robert  Hamm,  M.D.* 
Jim  Kitts,  P.A.-Ct 


The  idea  of  the  periodic  health  examination  (PHE) 
has  been  present  in  this  country  since  the  turn  of  the 
century,  but  only  in  the  past  few  years  have  serious 
attempts  been  made  to  approach  the  concept  in  an 
objective  manner.*  The  basis  for  the  PHE  is  the  belief 
that  detection  of  asymptomatic  disease  at  an  early  stage 
will  allow  for  more  successful  treatment  and  a signifi- 
cantly improved  prognosis. 

There  is  now  a general  consensus  that  a complete 
history  and  physical  examination  on  a yearly  basis  is 
not  an  efficient  way  to  find  unrecognized,  but  treatable, 
illness.  Rather,  it  is  believed  that  certain  screening 
procedures  should  be  done  at  periodic  intervals,  taking 
into  account  the  particular  risks  of  different  age  groups 
of  people.  Agreement  does  not  exist,  however,  regard- 
ing which  specific  procedures  should  be  done,  and/or 
how  often  they  need  to  be  performed. 

In  general,  the  kinds  of  studies  that  might  provide  the 
answers  have  not  as  yet  been  done.  Consequently,  all  of 
the  PHE  protocols  which  have  been  developed  have 
been  based,  to  at  least  some  degree,  on  clinical  judg- 
ment. But  despite  this  lack  of  certainty  regarding  what 
should  be  included  in  the  PHE,  groups  such  as  the 
American  Medical  Associations’  Council  on  Scientific 
Affairs^  and  the  American  College  of  Physicians’ 
Medical  Practice  Committee^  recognize  the  importance 


* Resident  in  Preventive  Medicine,  University  of  Alabama  in  Birmingham. 
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of  physicians  developing  PHE  protocols  for  use  with 
their  patients. 

In  addition,  it  appears  that  physicians  may  be  held 
responsible  in  a medical-legal  sense  if  they  fail  to 
perform  certain  screening  procedures.'*  In  this  article 
we  present  a PHE  protocol  which  we  have  developed 
based  on  a review  of  the  pertinent  literature,'*  * ‘ and  on 
the  basis  of  our  judgment  as  to  what  represents  a 
reasonable  and  efficient  approach  in  our  particular  set- 
ting — a preventive  medicine  clinic. 

The  usual  PHE  format  contains  those  procedures 
which  should  be  done  periodically  on  persons  who  do 
not  have  identifiable  illness.  Because  of  the  high  preva- 
lence of  hypertension  in  the  population  (and  in  our 
patients),  we  have  expanded  the  PHE  to  include  addi- 
tional procedures  to  be  done  at  periodic  intervals  on 
individuals  who  have  hypertension. 

Our  PHE  protocol  consists  of  three  parts  or  compo- 
nents: 

1.  Part  1:  Initial  (Baseline)  Evaluation  Component. 
The  Initial  Evaluation  Component  (Table  1)  con- 
tains those  procedures  which  will  be  done  on  all 
patients  at  their  initial  visit. 

2.  Part  2;  Periodic  Evaluation  Component.  The 
Periodic  Evaluation  Component  (Figure  1)  contains 
selected  procedures  which  will  be  performed  on 
patients  at  periodic  intervals.  While  some  proce- 
dures will  be  done  on  a yearly  basis  on  all  patients. 


TABLE  1 

PERIODIC  HEALTH  EXAMINATION:  INITIAL 
(BASELINE)  EVALUATION  COMPONENT 


Complete  History  and  Physical  Examination 

Blood  Chemistry  Profile 

Serum  Lipids 

CBC 

VDRL 

Urinalysis 

EKG 

Chest  X-Ray 
PPD  Skin  Test 
Pap  Smear 

Stool  Guiac  Test  (if  greater  than  50  yrs.  old) 

Tonometry  (if  greater  than  40  yrs.  old) 

Mammography  (if  greater  than  40  yrs.  old) 

Sigmoidoscopy  (if  greater  than  50  yrs.  old) 

Rubella  Antibody  Titers  (in  females  of  reproductive  age) 
Sickle  Cell  Test  (in  Blacks  of  reproductive  age) 

Educate  patient  to  perform:  Educate  patient  in  reporting: 


1.  Breast  Self-Exam 

1. 

Oral  Lesions 

2.  Testicular  Self-Exam 

2. 

Skin  Lesions 

3.  Lymph  Node  Self-Exam 

3. 

Postmenopausal  Bleeding 

Evaluate  and  Counsel 

regarding: 

1.  Nutrition 

5. 

Depression 

2.  Physical  Activity 

6. 

Seat  Belts 

3.  Smoking 

7. 

Contraception 

4.  Alcohol/Drugs 

8. 

Geriatric  Problems  (if 

greater  than  60  years,  old) 


Td  Toxoid  (if  needed) 
Influenza  Vaccine  (if  needed) 


performance  of  other  procedures  will  vary  depend- 
ing on  the  age  of  the  patient.  It  is  emphasized  that 
this  represents  the  minimum  which  should  be  done 
for  an  asymptomatic  healthy  patient.  If  the  patient 
has  specific  medical  or  psychiatric  problems,  then 
additional  procedures  might  be  needed  and/or  the 
intervals  between  visits  might  need  modification. 
The  Periodic  Evaluation  Component  also  contains 
several  educational  and  counseling  procedures. 
These  include  reinstruction  on  self-examination 
techniques  and  on  the  need  to  report  certain  signs  of 
disease,  as  well  as  follow-up  evaluation  and  con- 
tinued counseling  on  certain  areas  of  the  patient’s 
lifestyle. 

Two  items  in  the  Periodic  Evaluation  Component 
deserve  further  comment. 

First,  certain  examination  procedures  are  done 
for  reasons  other  than  to  obtain  specific  clinical 
information.  For  example,  yearly  examination  of 
the  heart,  lungs  and  abdomen  is  likely  to  add  little  to 
the  evaluation  of  the  young  adult.  These  procedures 
are  included  because  patients  expect  that  they  will 
be  part  of  any  physical  examination  and,  probably 
more  importantly,  because  their  performance  pro- 
vides a useful  context  in  which  to  educate  and  coun- 
sel the  patient  on  such  things  as  smoking  and  risk 
factors  for  heart  disease.  A second  item  is  the  Pap 


smear.  There  currently  is  no  agreement  on  the  inter- 
val at  which  this  test  should  be  performed.^’^^  ’^  But 
since  the  incidence  of  cervical  cancer  is  high  in 
Alabama,  and  since  it  can  be  difficult  to  determine 
who  may  or  may  not  be  at  increased  risk,  we  feel  it 
is  reasonable  to  perform  the  Pap  smear  on  a yearly 
basis  so  as  to  minimize  the  danger  of  missing  early 
lesions. 

3.  Part  3:  Hypertension  Component.  The  Hyperten- 
sion Component  (Table  2)  contains  those  proce- 
dures which  will  be  performed  on  hypertensive  pa- 
tients in  addition  to  the  procedures  contained  in  the 
Periodic  Evaluation  Component.  This  represents 
the  minimum  which  should  be  done  for  a treated 
hypertensive  patient  whose  blood  pressure  is  under 
good  control  and  who  is  not  experiencing  side 
effects  from  his  treatment.  If  good  control  has  not 
been  achieved  or  if  side  effects  are  being  experi- 
enced, other  procedures  may  need  to  be  added  and/ 
or  the  intervals  between  visits  may  need  to  be 
changed. 

Obviously,  additional  components  could  be  added  to 
those  which  have  been  described.  For  example,  a Di- 
abetes Component  containing  procedures  to  be  done 
periodically  for  diabetic  patients  could  be  included,  as 
could  components  for  a variety  of  other  chronic  dis- 
eases. As  with  the  Hypertension  Component,  each  of 
these  additional  segments  would  contain  the  proce- 
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dures  to  be  done  at  specified  intervals  on  patients  who 
have  the  specific  disease  the  component  addresses.  The 
procedures  would  represent  the  minimum  which  should 
be  done  as  the  individual  is  followed  over  time,  and 
would,  of  course,  be  in  addition  to  the  procedures 
outlined  in  the  Periodic  Evaluation  Component. 

We  feel  that  the  education  and  counseling  sections  of 
the  protocol  are  of  great  importance.  It  is  becoming 
increasingly  evident  that  a person’s  lifestyle  has  a ma- 


jor effect  on  his  or  her  health  and  longevity.  One  of  the 
greatest  values  of  the  PHE  is  that  it  provides  an  environ- 
ment not  only  for  evaluation,  but  also  for  education  and 
counseling  of  the  patient  regarding  habits  which  place 
him  or  her  at  higher  risk  for  future  health  problems. In 
the  context  of  the  physician-patient  relationship,  pa- 
tients can  be  helped  to  make  changes  in  these  habits 
with  a subsequent  decrease  in  morbidity  and  early 
mortality.'”’  Instruction  in  selected  self-examination 


Figure  1 . Periodic  Health  Examination:  Periodic  Evaluation  Component 


A.  Procedures  For  All  Age  Groups 


Every  year: 

History  Update  Form 

Re-emphasize  the  need  to  report: 

Weight 

1 . Oral  Lesions 

Blood  Pressure 

2.  Skin  Lesions 

Oral  Exam 

3.  Postmenopausal  Bleeding 

Examination  of  the  Skin,  Lymph  Nodes, 

Re-evaluate  and  Counsel  on: 

Thyroid,  and  Testicles 

1.  Nutrition 

All  Ages 

Examination  of  the  Lungs,  Heart, 
and  Abdomen 

2.  Physieal  Activity 

3.  Smoking 

Reinstruction  regarding: 

1 . Breast  Self-Exam 

2.  Testicular  Self-Exam 

3.  Lymph  node  Self-Exam 

Influenza  Vaccine  (If  indicated) 

4.  Alcohol/Drugs 

5.  Depression 

6.  Seat  Belts 

7.  Contraception 

8.  Geriatric  Problems  (if  greater  than  60  yrs 
old) 

Every  10  yrs: 

Td  Toxoid 

Procedures  for  Specific  Age  Groups  (in  addition  to  the  procedures  in  (A.)) 

Every  year: 

Pap  Smear 

Every  3 yrs: 

Breast  Exam 

Pelvic  Exam 

Age  20-39 

Every  5 yrs: 

Hearing  Evaluation 

Vision  Evaluation 

Blood  Glucose 

Serum  Lipids 

CBC 

Urinalysis 

Every  10  yrs: 

Blood  Chemistry  Profile 

Every  year: 

Breast  Exam 

Pelvic  Exam 

Rectal  Exam 

Pap  Smear 

Every  2 yrs: 

Mammography 

Age  40-49 

Every  5 years: 

Hearing  Evaluation 

Vision  Evaluation 

Tonometry  and  Fundoscopy 

EKG 

Blood  Chemistry  Profile 

Serum  Lipids 

CBC 

Urinalysis 

Every  year: 

Breast  Exam 

Pelvic  Exam 

Rectal  Exam 

Mammography 

Stool  Guiac  Test 

Pap  Smear 

Every  2 yrs: 

EKG 

Age  50-59 

Every  5 yrs: 

Hearing  Evaluation 

Vision  Evaluation 

Tonometry  and  Eundoscopy 

Sigmoidoscopy  (after  2 normal  examinations  1 

Blood  Chemistry  Profile 

year  apart) 

Serum  Lipids 

Urinalysis 

CBC 

Every  year: 

Breast  Exam 

Pelvic  Exam 

Rectal  Exam 

Mammography 

Stool  Guiac  Test 

Pap  Smear 

Eoot  Exam 

Age  60-1- 

Every  2 yrs: 

Hearing  Evaluation 

Vision  Evaluation 

EKG 

Blood  Chemistry  Profile 

CBC 

Urinalysis 

Every  4 yrs: 

Tonometry  and  Fundoscopy 

Serum  Lipids 

Sigmoidoscopy 
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TABLE  2 

PERIODIC  HEALTH  EXAMINATION: 
HYPERTENSION  COMPONENT 


Every  4 months: 

Blood  Pressure 

Weight 

Check  for  side  effects  of  medications 

Check  for  any  additional  problems  the  patient  may  be  ex- 
periencing 
Every  year: 

Blood  Chemistry  Profile 

Urinalysis 

Hematocrit 
Every  2 years: 

EKG 

procedures  and  in  the  need  to  report  certain  signs  of 
disease  seems  reasonable  in  the  hope  that  a number  of 
serious  diseases,  especially  malignancies,  can  be  de- 
tected at  an  early  stage  where  treatment  will  be  effec- 
tive. With  geriatric  patients,  their  health  and  degree  of 
independence  are  based  on  interrelated  physical, 
psychological,  and  social  factors.  Each  of  these  fac- 
tors, as  well  as  their  interactions,  need  to  be  assessed  so 
that,  if  needed,  appropriate  intervention  can  be  under- 
taken and/or  appropriate  help  can  be  obtained  for  the 
elderly  person  from  other  individuals  or  agencies  in  the 
community.'^  Immunizations  for  tetanus  and,  if 
appropriate,  for  influenza  provide  a means  for  the  pri- 
mary prevention  of  two  potentially  serious  diseases. 

The  PHE  also  has  additional  benefits.  It  provides  the 
physician  with  a regularly  updated  baseline  against 
which  new  symptoms  or  signs  can  be  assessed.  It  can 
give  reassurance  to  the  patient  regarding  his  or  her 
current  state  of  health.  Many  parts  of  the  PHE  can  be 
done  by  a specially  trained  physician’s  assistant  or 
nurse  practitioner.  However,  before  beginning  a 
screening  program,  the  physician  does  need  to  insure 
that  suitable  followup  and  referral  are  available  for 
conditions  which  may  be  discovered  by  the  screening. 
And,  since  new  recommendations  on  screening  proce- 
dures are  continually  being  made  by  specialty  groups 
and  organizations,  the  protocol  for  a PHE  will  need  to 
be  continually  updated. 

A discussion  of  the  implementation  of  the  PHE  in  a 
private  practice  setting  is  given  elsewhere.'^  Special 
attention  must  be  given  to  the  scheduling  and 
documenting  of  preventive  care  (preferably  using  a 
flow  sheet),  and  to  convincing  patients  of  the  benefits 
of  a periodic  examination.  But  most  important  is  the 
motivation  of  the  individual  physician  to  initiate  and 
maintain  a PHE  program.  Since  the  physician  will 
generally  design  a program  specifically  for  his  or  her 
patient  population  and  practice  setting,  it  is  likely  that 
the  procedures  and  schedules  chosen  will  differ  in  some 
degree  from  those  pre.sented  here.  Our  hope,  however, 
is  that  the  PHE  protocol  we  have  outlined  will  be  of 
benefit  in  the  development  or  modification  of  such 
programs. 
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An  added  complication... 
in  the  treatment  of  bacteriai  bronchitis'^ 


Briel  Summary.  Consult  the  package  literature  for  prescribing 
information. 

Indications  and  Usage;  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
'reatment  of  the  tollowing  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Sireplococojs  pneumoniae  (Diplococcus  pneumoniae).  Haemophilus 
inliuemae.  and  5 pyogenes  (group  A bela-hemolytic  streptococci) 
Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication;  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings;  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG 
CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously  to 
any  patient  who  has  demonstrated  some  form  of  allergy,  particularly 
to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to  consider 
Its  diagnosis  m patients  who  develop  diarrhea  in  association  with  the 
use  of  antibiotics  Such  colitis  may  range  in  severity  from  mild  to 
life-threatening 

Treatment  with  broad-spectrum  antibiotics  alters  the  normal  flora 
of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one  primary 
cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to  drug 
discontinuance  alone  In  moderate  to  severe  cases,  management 
should  include  sigmoidoscopy,  appropriate  bacieriologic  studies,  and 
fluid,  electrolyte,  and  protein  supplementation  When  the  colitis  does 
not  improve  after  the  drug  has  been  discontinued,  or  when  it  is 
severe,  oral  vancomycin  is  the  drug  of  choice  for  antibiotic- 
associated  pseudomembranous  colitis  produced  by  C difficile  Other 
causes  of  colitis  should  be  ruled  out 

Precautions;  General  Precautions— \i  an  allergic  reaction  to  Ceclor 
occurs,  the  drug  should  be  discontinued,  and.  if  necessary,  the 
patient  should  be  treated  with  appropriate  agents,  e g , pressor 
amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  if  supennteclion  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  the  cephalosporin  antibiotics  In  hematologic  studies  or  in 
transfusion  cross-matching  procedures  when  antiglobulin  tests  are 
performed  on  the  minor  side  or  in  Coombs  testing  of  newborns 
whose  mothers  have  received  cephalosporin  antibiotics  before 
parturition,  it  should  be  recognized  that  a positive  Coombs’  test  may 
be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made  because 
safe  dosage  may  be  lower  than  that  usually  recommendad 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction  for 
glucose  m the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling's  solutions  and  also  with  Clinitest*  tablets  but 
not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip.  USP.  Lilly) 
Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy — Pregnancy  Category  fl— Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  1 2 times 
the  human  dose  and  in  ferrets  given  three  times  the  maximum  human 
dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to 
the  fetus  due  to  Ceclor  There  are  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women  Because  animal 
reproduction  studies  are  not  always  predictive  of  human  response, 
this  drug  should  be  used  during  pregnancy  only  if  clearly  needed 
Nursing  Mothers— SmaW  amounts  of  Ceclor  have  been  detected  in 
mother  s milk  following  administration  of  single  SOO-mg  doses 
Average  levels  were  0 tB.  0 20. 0 21.  and  0 16  mcg/mi  at  two.  three, 
four  and  five  hours  respectively  Trace  amounts  were  delected  at  one 


Some  ampiciliin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor,’-® 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae.  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor,’’ 


Cefaclor 


Pulvules®,  250  and  500  mg 


* Many  authorities  attribute  acute  infectious  exacerbation  of  chronic 
bronchitis  to  either  5 pneumoniae  ot  H influenzae  * 

Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to  the 
cephalosporins  and  should  be  given  cautiously  to  penicillin-allergic 
patients 

Penicillin  is  the  usual  drug  ot  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis  of 
rheumatic  fever  See  prescribing  information 
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5 Current  Chemotherapy  (edited  by  W Siegenihalerand  R Luthy). 
II  880  Washington.  D C American  Society  tor  Microbiology. 
1978 

6 Antimicrob  Agents  Chemother , 13  861, 1978 

7 Data  on  file.  Ell  Lilly  and  Company 
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Mandell.  R G Douglas.  Jr . and  J E Bennett),  p 487  New  York 
John  Wiley  & Sons.  1979 
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hour  The  effect  on  nursing  infants  IS  not  known  Caution  should  be 
exercised  when  Ceclor'  (cefaclor.  Lilly)  is  administered  to  a nursing 
woman 

Usage  m Children — Safety  and  effectiveness  of  this  product  lor  use 
in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions;  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  m about  2 5 percent  of  patients 
and  include  diarrhea  (1  in  70) 

Symptoms  ot  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment  Nausea  and  vomiting  have  been  reported 
rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 percent 
of  patients  and  include  morbilliform  eruptions  (1  in  100)  Pruritus, 
urticaria,  and  positive  Coombs  tests  each  occur  in  less  than  1 in  200 
patients  Cases  of  serum-sickness-like  reactions  (erythema 
mulliforme  or  the  above  skin  manifestations  accompanied  by 
arthntis^arthralgia  and.  frequently,  fever)  have  been  reported  These 
reactions  are  apparently  due  to  hypersensitivity  and  have  usually 
occurred  during  or  following  a second  course  of  therapy  with  Ceclor 
Such  reactions  have  been  reported  more  frequently  in  children  than  in 
adults  Signs  and  symptoms  usually  occur  a few  days  after  initiation 
of  therapy  and  subside  within  a few  days  after  cessation  of  therapy 
No  serious  sequelae  have  been  reported  Antihistamines  and 
corticosteroids  appear  to  enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  (IztTrilus  or  vaginitis  (less  than  1 in  100 
patients) 

Causal  Relationship  Uncertain— ItansMry  abnormalities  in  clinical 
laboratory  lest  results  have  been  reported  Although  they  were  of 
uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepafic— Slight  elevations  of  SGOT.  SGPT.  or  alkaline  phosphatase 
values  (1  in  40) 

Hema/opoiefic— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young  children 
(1  in  40] 

Aena/— Slight  elevations  in  BUN  or  serum  creatinine  (less  than  1 in 
500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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CARE  FOR  YOUR 
COUNTRY 


As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment of  your  time.  You  will  broaden  your  professional 
experience  by  working  on 
interesting  medical  projects" 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
wont  interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro- 
grams. You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

ARMY  MEDICAL  DEPARTMENT 
(205)  933-2131 
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Executive  Director 

continued  from  page  4 

tors  of  McCann  Erickson;  was  President  of  Bell  & 
Howell  at  34;  special  assistant  to  President  Nixon  for 
international  economic  affairs;  executive  director  of  the 
Council  on  Economic  Policy;  Secretary  of  Commerce; 
and  for  10  years,  chairman  and  chief  executive  officer 
of  the  investment  banking  firm  of  Lehman  Brothers 
Kuhn  Loeb. 

He  has  gained  particular  notice  recently,  in  the  words 
of  Harvard  Business  Review,  for  his  impassioned 
advocacy  of  change  in  the  economic  direction  of  the 
United  States.  As  such,  he  was  a founding  member  of 
the  Bipartisan  Budget  Appeal  Group,  consisting  of  five 
former  Secretaries  of  the  Treasury  and  others  represent- 
ing every  gradation  of  political  thought.  The  group  has 
now  been  joined  by  300  business  leaders  and  200  other 
private  sector  leaders  to  take  its  case  to  the  public  and  to 
Congress.  The  Group  believes,  to  a man,  that  the  Unit- 
ed States  is  in  deep  trouble.  I wish  every  physician 
could  read  this  lengthy  interview*  because  it  serves  to 
show  how  the  revolutionary  socioeconomics  of  medi- 
cine in  this  year  of  the  DRG,  and  perhaps  worse  to 
come,  are  really  a small  part  of  an  enormous  national 
crisis. 

It  is  Peterson’s  basic  argument,  as  I read  him,  that  the 
United  States  is  incapable  of  comprehending  its  pre- 
dicament but  powerless  in  any  case  to  do  anything 
about  it  but  talk.  Asked  by  his  interviewers  how  the 
country  got  in  this  condition,  its  balance  of  trade  hor- 
ribly out  of  whack,  the  national  deficit  in  lunar  orbit, 
and  every  pressure  group  interested  only  in  what’s  in 
the  treasury  for  them;  Mr.  Peterson  said: 

“.  . . What  we  are  doing  is  talking  a great  deal  about 
our  economic  malaise.  It  dominates  political  debates 
and  even  a great  many  dinner  table  conversations. 
We’ve  become  adept  at  wringing  our  hands,  waving 
our  arms,  pointing  our  fingers  and  shrugging  our  shoul- 
ders — adept  at  everything,  it  seems,  except  resolute 
action.  . . . 

• I shall  be  happy  to  send  you  a copy. 


“Our  decline  is  due  not  to  inevitable  historical  or 
institutional  decay.  Rather  it  is  due  to  the  uncritical 
choices  we  have  made.  The  record  is  plain.  We  chose  to 
sacrifice  national  stability  by  printing  too  much  money 
and  forcing  the  government’s  accounts  into  deficit.  We 
chose  to  divert  our  national  income  on  a massive  scale 
from  productive  investment  to  immediate  consumption 
[here  is  the  key  to  his  basic  indictment],  much  of  it 
publicly  subsidized.  We  chose  — in  Washington,  in 
our  schools,  and  at  our  work  place  — to  relegate  re- 
search and  development  to  the  back  seat. 

“Almost  without  debate,  we  chose  a mind-numbing 
array  of  overly  costly  government  regulations.  When 
the  world  price  of  energy  soared,  we  chose  to  pretend 
that  oil  and  gas  were  still  cheap  and  securely  plentiful. 
We  chose  to  be  passive  about  world  markets.  Finally, 
in  the  boardrooms  and  factory  floors,  we  chose  to  fight 
among  ourselves  over  the  division  of  today’s  spoils 
rather  than  to  work  together  for  tomorrow’s  mutual 
profit. 

“Instead  of  action,  we  oversimplify.  Impulsive  by 
nature,  we’ve  assumed  that  today’s  most  visible  symp- 
tom is  the  beginning  and  end  of  our  economic  ailment. 
If  unemployment  is  high,  our  problem  is  recession.  If 
the  consumer  price  index  soars,  then  inflation  is  ‘public 
enemy  number  one.’  If  imports  surge,  then  trade  bal- 
ance receives  exclusive  attention.  We  neatly  mix  up 
cyclical  disturbances  with  long  term  weakness,  and 
effects  with  causes. 

“Our  other  technique  to  avoid  hard  questions  is  to 
blame  scapegoats  — whether  greedy  corporations  or 
welfare  cheaters,  big  business  or  big  labor.  We  blame 
abstractions  such  as  the  decline  of  the  work  ethic  or  the 
rise  of  service  industries.  But  the  most  popular 
scapegoats  have  been  foreign,  with  OPEC  and  the 
Japanese  leading  the  parade.’’ 

We  have  become,  in  fact,  a zero-growth  society,  Mr. 
Peterson  says,  with  average  real  disposable  income  of 
the  American  worker  at  a virtual  standstill  over  the  past 
decade.  He  despises  meaningless  and  distract! ve  slo- 
gans by  the  Republicans  (“supply  side’’  economics)  as 
much  as  by  the  Democrats  (all  that  prattle  about  “a  new 
industrial  policy’’),  as  well  as  all  “magic  bullet 
cures,’’  such  as  a return  to  the  gold  standard,  constitu- 
tional amendments,  temporary  bans  on  Japanese  im- 
ports, and  the  rest. 

“What  we  are  experiencing,’’  he  says,  “is  disease 
that  slowly  and  steadily  is  becoming  dangerous  to  our 
economic  health.  Everywhere  in  the  world  industrial 
nations  are  investing  in  their  future  while  we  are  busy 
consuming  the  present  and  mortgaging  the  future.’’ 

Japan,  for  example,  which  must  import  99.5%  of  its 
oil,  55%  of  its  food  and  most  of  its  raw  materials  has  not 
really  begun  to  outshine  the  United  States.  In  less  than 
10  years  Japan  will  have  left  us  far  behind,  unless  we 
make  revolutionary  changes.  Japan’s  real  manufactur- 
ing output  per  worker  hour  has  been  increasing  8.8% 
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annually,  against  our  1.9%.  This  is  mainly  due,  he 
says,  not  to  the  comparative  sloth  of  the  American 
worker  but  to  the  fact  that  American  corporations  won’t 
invest  in  modem  tools  and  plants  as  Japan  has  done, 
preferring  to  take  the  profits  and  let  the  future  take  care 
of  itself. 

Similarly,  the  federal  government  — that  is,  us  — 
wants  to  invest  little  or  nothing  in  its  infrastructure.  The 
nation  invested  less  than  1%  of  the  gross  national  prod- 
uct in  public  growth  during  the  1970s  while  the 
Japanese  invested  at  more  than  seven  times  that  rate.  In 
corporate  R&D,  Japanese  companies  outspend  Amer- 
ican companies  by  20%  more  of  their  GNP. 

Every  special  interest  group  wants  the  other  fellow  to 
pay  the  taxes,  reminding  Mr.  Peterson  of  Russell 
Long’s  famous  dictum  about  taxes:  “Don’t  tax  him  and 
don’t  tax  me,  tax  that  fellow  behind  the  tree.’’  Says  Mr. 
Peterson,  “If  you  ask  whose  consumption  we’re  going 
to  reduce  so  that  we  can  save  and  invest  more,  it’s 
always  that  fellow  behind  the  tree.’’  He  continues: 

“The  cause  and  effect  relationship  between  the  rate 
of  capital  formation  and  the  swiftness  of  economic 
growth  is  not  just  a plausible  theory  of  the  modem 
economist.  It  is  a correlation  that  has  been  observed 
empirically  in  countless  instances  ever  since  the  dawn 
of  the  industrial  revolution.  And  it  was  perhaps  the  only 
economic  fact  of  life  on  which  Adam  Smith  and  Karl 
Marx  were  in  emphatic  agreement.’’ 

Americans,  from  those  dependent  on  the  govern- 
ment itself  to  the  corporate  boardrooms  and  the  work- 
ers, are  primarily  interested  in  consumption  to  the  ex- 
clusion of  all  else:  what  is  in  it  for  us  today.  We  are 
consuming  our  substance  with  no  thought  of  tomorrow . 
If  present  trends  continue,  we  may  well  become  the 
sick  man  of  the  international  community  of  industrial- 
ized nations,  with  all  that  implies  in  the  decline  of 
military  power  and  the  safety  of  the  planet.  Between 
1980  and  1988  interest  costs  alone  on  the  federal  debt 
will  go  from  $50  billion  to  $200  billion,  or  about  four 
times  as  much  as  all  American  corporations  spend  on 
R&D. 

After  all  this  bleakness,  is  there  any  hope  of  a mas- 
sive transformation  of  American  society,  American 
industry  and  American  government  from  a consump- 
tion society  to  a growth  society?  There  is: 

“The  good  news  is  that  we’ve  managed  to  get  a 
growing  list  of  business  people  — some  300  chief 
executives  as  well  as  200  private  .sector  leaders  to 
participate  publicly  — an  interesting  as.sortment  of 
people  who  rarely  have  been  in  the  same  political  bed. 
For  the  first  time  in  their  careers,  many  of  them  are 
willing  to  publicly  show  their  concern  over  the  govern- 
ment’s policies  and  to  advocate  some  of  the  programs. 

“American  business  is  changing  its  attitudes  and 
beginning  to  understand  that  our  competitive  problems 
are,  in  large  measure,  caused  by  our  fiscal  and  mac- 


roeconomic difficulties,  which  in  turn,  are  largely  a 
political  problem.’’ 

A society  that  consumes  all  it  produces,  as  it  pro- 
duces, putting  aside  nothing  for  growth  and  the  un- 
known but  certain  demands  of  the  future  is  gambling 
that  some  miracle  will  happen  to  save  it  from  the 
consequences  of  its  own  folly. 

Only  when  political  and  industrial  leaders  and  the 
people,  as  a voting  mass,  understand  the  finite  limita- 
tions on  our  resources  and  steadily  weakening  invest- 
ment in  the  future,  and  demands  a 180-degree  change 
of  heading,  saying  no  to  all  the  single-issue,  gimme- 
gimme  groups  in  Washington,  will  America  have  any 
hope  of  maintaining  its  greatness  into  the  next  century. 

Medicine  obviously  is  part  of  all  this.  Physicians, 
like  everyone  else  in  the  country,  must  understand  that 
medical  economics  is  only  a small  part  of  the  larger 
problem  of  reckless  national  consumption,  as  are  farm 
economics,  small  business  economics  and  the  rest. 

At  least  this  much  is  clear:  if  this  country  loses  out 
over  the  long  haul  to  more  prudent  nations,  nations  that 
have  built  and  are  building  for  the  future,  every  seg- 
ment of  the  American  economy  will  sink  together. 


FOR  SALE 

Established -Prestigious -20  Year 
GENERAL  MEDICAL  PRACTICE 

• LARGE  SOLO  PRACTICE 

available  due  to  physician’s  recent  death 

• $200,000  PLUS  ANNGAL  GROSS 

• INCLUDES  EQUIPMENT  (Lab,  X-Ray, 
Etc.)  AND  OFFICE  FURNISHINGS 

• FINANCING  AVAILABLE 

• BUILDING  MAY  BE  LEASED 
OR  PURCHASED 

1 Hour  to  Atlanta  and  Chattanooga 
Convenient  to  2 large  hospitals 

, CHATTANOOGA 

INQUIRIES  TO: 
Bruce  Wynn 
1 0 1 John  Maddox  Drive 
Rome,  GA  30161 
(404)  235-3334 
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Foundation  Builders 


The  Medical  Foundation  of  Alabama  was  estab- 
lished two  years  ago  for  the  purpose  of  administer- 
ing medically-related  projects  which  could  not  be 
funded  by  the  Medical  Association  of  the  State  of 
Alabama.  The  Foundation’s  major  emphasis  in  1984  is 
the  Impaired  Physician’s  Program.  Future  efforts  will 
be  focused  on  physician  and  public  education  pro- 
grams. 

Persons  wishing  to  make  contributions  to  the  Foun- 
dation should  mail  their  gifts  to  the  Medical  Foundation 
of  Alabama,  P.O.  Box  1900-C,  Montgomery,  Ala- 


bama 36197.  The  Foundation  accepts  gifts  in  a variety 
of  ways:  bequests,  memorials,  real  estate,  stocks,  as 
well  as  monetary  contributions.  Contributing  mem- 
berships to  the  Foundation  are  $100  per  year.  All  gifts 
are  tax  deductible. 

Listed  below  are  the  physicians  who  have  made 
contributions  to  the  Foundation  during  the  period  from 
January  1 to  June  30,  1984.  The  Foundation  thanks  all 
of  these  physicians  for  their  generosity  and  urges  those 
who  have  not  made  their  1984  donation  to  consider 
doing  so. 


Ahmadi,  T.  P. 
Allen,  H.  V. 

Austin,  Max 
Avant,  William  H. 
Barial,  W.  E. 
Barnes,  R.  G. 
Beddow,  C.  P. 
Benkwith,  S.  M. 
Bennett,  Ann 
Bennett,  William  D. 
Blackwell,  Jack 
Bodie,  F.  L. 

Boehm,  G.  A. 
Boorgu,  N.  R. 
Brignac,  R.  N. 
Brock,  E.  C.,  Jr. 
Channa,  G.  H. 
Cheek,  J.  A.,  Jr. 
Cooner,  W.  H. 
Crawford,  C.  S. 
Daugherty,  M.  P. 
Deason,  A.  M. 
Dimick,  A.  R. 
Dunagan,  D.  C. 
Dyas,  C.  L.,  Jr. 
Eisenhardt,  D.  F. 
Elkus,  R.  A. 
Faulkner,  S.  L. 
Flowers,  P.  R. 
Flowers,  F.  B.,  Ill 
Fortin,  J. 

Gerlach,  Rebecca  L. 
Golden,  C.  L. 
Goldfarb,  Paul  M. 
Green wald,  A.  J. 


Grote,  C.  A.,  Jr. 
Gurley,  J.  N. 

Gwynn,  H.  B. 
Hansford,  W.  C. 
Harrison,  J.  M.,  Jr. 
Hicks,  C.  R.,  Jr. 

Higgs,  W.  R. 

Hill,  William  Anderson 
Hillard,  Edward  P. 
Hollingsworth,  B.  B. 
Hoover,  L.  J. 

Hyman,  J. 

Johnson,  B.  H.,  Ill 
Johnson,  J.  Wayne 
Kelly,  A.  G. 

Kelly,  J.  B. 

Kendricks,  R.  M. 

Khoo,  David 
Kimbrough,  J.  G. 

King,  R.  T. 

Kirklan,  J.  K. 

Lacour,  F.  A. 

Langford,  K.  H. 

Lester,  F.  M. 

Luther,  A.  L. 

Maddox,  W.  A. 
Malcolm,  1.  G. 

Miller,  Sam  C. 

Minor,  W.  H. 

Moore,  M.  J. 

Nettles,  J.  D. 

Neurology  Assoc. 
Owings,  W.  O. 

Parsons,  W.  C. 
Peinhardt,  W.  F. 


Penton,  George  B. 
Perry,  H.  A. 

Pfeiffer,  R.  B. 
Pritchard,  C.  D. 
Putman,  M.  L. 
Quinlan,  P.  J. 

Raider,  Louis 
Randall,  R.  K. 

Reed,  R.  L. 

Rivard,  R. 

Robertson,  J.  E. 

Ruth,  R.  E. 
Rutherford,  C.  L. 
Rutledge,  G.  L.,  Jr. 
Rutledge,  G.  L.,  Ill 
Sanders,  Joe  D. 
Sanders,  Stephen 
Scanlan,  J.  M. 

Sellers,  B.  B. 

Semon,  J.  E. 

Shelton,  T.  G. 

Sims,  R.  L. 

Slappey,  Donald  F. 
Smith,  W.  A.,  Jr. 
Strange,  C.  E. 

String,  S.  T. 

Tally,  W.  J. 

Taylor,  W.  A. 
Thomason,  J.  M. 
University  of  Alabama 
Walsh,  C.  M. 
Whitfield,  F.  S. 
Williams,  R.  H. 

Wool,  J. 

Yohn,  K.  C. 

Zarzour,  R.  J. 
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A special 
practice  for 
specialists 

If  you’re  a surgeon  or  OB/GYN  or  other  medical 
specialist,  the  Air  Force  may  have  a special  practice 
for  you. 

What  makes  it  special?  You’ll  enjoy  an  excellent 
pay  and  benefits  package.  Your  regular  working 
hours  will  allow  you  to  spend  more  time  with  your 
family.  You’ll  receive  30  days  of  vacation  with  pay 
each  year.  And  you  will  work  with  modern  equipment 
and  some  of  the  most  highly  trained  professionals  in 
the  world,  serving  your  country  and  your  patients. 
Now  that’s  special! 

Find  out  just  how  special 
your  practice  can  be. 

Contact:  MSGT.  Dan  Webster 

(205)  832-7501 


CATALOG  OF  CME  TAPES  AVAILABLE  FOR  FREE  CHECKOUT 


Listed  below  is  a catalog  of  videocassette  tapes  available  for  free  checkout  from  the  MAS  A Education  Department. 
Earlier  tapes  {issued  in  1975-79)  are  not  listed,  but  are  available.  These  tapes,  produced  by  the  Network  of 
Continuing  Medical  Education,  deal  with  a great  variety  of  medical  topics  of  interest  to  Alabama  physicians.  These 
tapes  should  make  a very’  interesting  program  for  medical  societies,  inservice  gatherings  or  just  further  information 
for  one  physician.  Each  program  qualifies  for  CME  credit.  Some  are  approved  for  Category  I credit  ( indicated  with 
an  asterisk);  all  others  will  qualify  for  Category  V credit.  Study  material  will  accompany  each  tape.  To  view  these, 
you  will  need  access  to  a color  television  set  and  a videocassette  player  than  can  play  Vf  tapes  or  one  that  can  play 
Vi"  tapes  in  the  VMS  format.  To  get  these  tapes,  simply  write  or  call  the  Education  Department  toll  free 
1-800-392-5668  or  263-6441  and  let  us  know  the  number  of  the  tape  desired.  These  are  available  normally  for  a two 
week  period  but  extensions  can  be  granted,  if  needed,  for  further  viewing. 


Released  in  1984 

*436  The  Freestanding  Ambulatory  Surgery  Unit:  Fifteen  Years  Later 

435  The  Solitary  Pulmonary  Nodule:  Benign  or  Malignant.  Cryosurgery 
in  Dermatology:  A Useful  Office  Technique.  Testicular  Tumors: 
Clinical  Features  and  a Changing  Prognosis. 

*434  Evolving  Concepts  in  the  Treatment  of  Acute  Myocardial  Infarction 

433  Blunt  Abdominal  Trauma.  Ovarian  Cancer:  Etiology,  Diagnosis  & 
Treatment.  Insulin  Resistance  in  Type  II  Diabetes  Mellitus. 

*432  Clinical  Analysis  of  Ethical  Dilemmas 

431  The  Modem  Treatment  of  High  Blood  Pressure.  Dupuytren’s  Con- 
tracture: An  Intricate  Tumor  of  the  Hand.  Implanted  Drug  Delivery 
Systems:  Alternate  Paths. 

*430  Lasers  in  Medicine:  Healing  Energy 

429  Alcoholism  — Is  It  Or  Is  It  Not  A Disease?  Lyme  Disease:  The 
Hidden  Vector.  Evaluating  the  Infertile  Couple. 

*428  Assessment  and  Resuscitation  of  The  Trauma  Victim 

427  The  Management  of  Animal  Bites.  Stopping  Skin  Cancer  . . .Before 
and  After  It  Starts.  Congestive  Heart  Failure:  Management  of  the 
Total  Patient. 

*426  Alzheimer’s  Disease:  Clinical  Recognition,  Diagnosis,  Staging,  and 
Management 

425  Case  Studies  in  Cardiomyopathy.  Retinal  Tears:  A Prelude  to  Retinal 
Detachment?  Immunizations:  The  Physician’s  Responsibility. 

*424  Sports  Medicine:  Prevention  and  Treatment  of  Injuries  for  Organized 
and  Recreational  Sports 

423  Patterns  of  Osteoporosis:  New  Treatment  Approaches.  Therapeutic 
Strategies  in  Tardive  Dyskinesia.  When  Patients  Travel. 

Released  in  1983 

*422  The  New  Antibiotics:  When  Are  They  Indicated? 

421  Recombinant  DNA  and  Clinical  Progress.  Peripheral  Arterial  Dis- 
ease: Detection  and  Management.  Multiple  Sclerosis:  Scattered  in 
Time  and  Space. 

*420  The  Simplex  Complex:  Managing  Patients  with  Genital  Herpes 

419  The  Role  of  Parathyroid  Hormone  in  Calcium  Metabolism.  The 
Management  of  Obesity.  New  Therapies  for  Coronary  Artery  Dis- 
ease. 

*417/418  Depression:  A Life-threatening  Illness 

416  Peptic  Ulcer  Disease  Parts  1 and  2.  Nasal  Fractures:  Emergency 
Treatment. 

*415  A Developmental  Approach  to  Well  Baby  Care 

*414  Substance  Use  Disorders:  Diagnosis  and  Management 

*413  Soft  Tissue  Rheumatic  Pain  Syndrome 

412  Office  Management  of  Chronic  Pain.  Malabsorption  Syndrome. 
Flexible  Sigmoidoscopy. 

*411  Asthma:  Allergy  and  More. 

410  Heat  Syndromes:  Cool  It!  Part  I,  Part  II.  Amniocentesis.  Calcium 
Channel  Blockers  in  Cardiovascular  Disorders  Part  I,  Part  II. 

*409  Diabetes  Mellitus:  Advances  in  Control,  Exercise,  and  Pregnancy. 


408  Cardiac  Pacemakers  Part  1 & 2.  Taking  a Sleep  History.  The  CO2 
Laser  in  Gynecology  Part  1 & 2. 

*407  Ultrasound:  Diagnostic  Echoes. 

406  Hemodialysis  in  the  Home.  Frostbite:  Treat  for  Tissue  Conservation. 

Criteria  for  Caesarean  Childbirth,  Part  1. 

*405  The  Management  of  Chronic  Obstructive  Pulmonary  Disease. 

404  Tropical  Diseases:  Diagnostic  Puzzles.  Drug  Interactions  in  the  Elder- 
ly: Increasing  the  Index  of  Suspicion.  Pelvic  Inflammatory  Disease:  A 
Controllable  Epidemic. 

*403  Toxidromes:  Practical  Pointers  in  Poisoning. 

402  Colorectal  Cancer:  Techniques  of  Early  Detection.  Perinatal  Death: 

Counselling  the  Bereaved  Parents.  Common  Protozoan  Infections. 
401  The  Challenge  of  Nosocomial  Infections.  Acquired  Immune  De- 
ficiency Syndrome.  Routine  CBCs:  The  Meaning  of  Subtle  Changes. 
*400  The  Clinical  Approach  to  Autoimmune  Thyroid  Disease. 

Released  in  1982 

399  Common  Foot  Problems  in  Office  Practice.  Prostatitis  Syndromes. 
Anorexia  Nervosa:  Psychic  Puzzle. 

*398  High  Risk  Pregnancy:  Management  of  Preterm  Labor. 

397  The  Carpal  Tunnel  Syndrome.  Acute  Leukemias  and  the  Primary 
Care  Physician.  Pediatric  Foot  Problems. 

*396  Gunshot  Wounds:  Principles  and  Priorities  of  Treatment. 

395  Menopause:  The  Current  View  — Part  1.  Menopause:  The  Current 
View  — Part  II . Serum  Testosterone  Determinations:  Clinical  Indica- 
tions. 

394  The  Difficult  Pneumonias:  Part  1 . The  Difficult  Pneumonias:  Part  11. 
Gallstones:  Current  Approaches  to  Diagnosis  and  Therapy 
*393  Occupational  Hazards  in  Hospitals. 

*392  CPR  Update:  Advanced  Cardiac  Life  Support. 

*391  Inflammatory  Bowel  Disease:  Clinical  Features  and  Prognosis  for 
Patients. 

*390  Update  on  Aging:  The  Clinical  Implications  of  Basic  Change. 

*389  Radiation  Accidents:  Are  You  Prepared? 

388  Oral  Clues  to  Local  and  Systemic  Diseases.  Premenstrual  Syndrome. 
Arthroscopy  of  the  Knee:  The  Inside  View. 

*387  Hypertension:  Management  in  Perspective. 

386  Toxic  Shock  Update.  Coronary  Angioplasty:  An  Alternative  to 
Bypass?  The  Migraine  Patient:  Continuity  of  Care. 

*385  Lung  Cancer:  The  Shared  Responsibility. 

384  Acute  Pancreatitis:  Diagnosis  and  Treatment.  Update  on  Anti- 
Mycotic  Medications:  Ketoconazole  and  Flucytosine.  Office 
Ophthalmology:  Problems  and  Pitfalls. 

383  Biological  Response  Modifiers  in  Cancer  Treatment.  Candidiasis: 
Current  Concepts.  Diabetes  Update. 

*382  Cancer  Chemotherapy:  The  Reach  for  a Cure. 

381  Post-Coronary  Care  Unit  Dysrhythmias  Part  I.  Post  Coronary  Care 
Unit  Dysrhythmias  Part  II.  Diabetes  Update. 

*380  Adolescent  Psychiatry:  Distinguishing  Development  from  Patho- 
logical Behavior. 
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For  faster  claims  payment, 
count  on  the  card's  computer, 

and  a terminal  in  your  office  that  connects  you  to  Blue  Cross 
and  Blue  Shield  of  Alabama.  Your  claims  are  processed  faster 
and  more  efficiently  for  a better  cash  flow.  There’s  nothing  to 
sort,  sign  or  mail.  Just  type  your  claims  into  the  terminal. 

Blue  Cross  and  Blue  Shield  computer  claims  service  is 
dependable,  easy,  and  cost  effective.  Find  out  more  about  Blue 
Cross  and  Blue  Shield  daily  computer  claims  service.  In 
Birmingham,  call  988-2588.  Or  write  us  at  Provider  Services, 
Blue  Cross  and  Blue  Shield  of  Alabama,  450  Riverchase 
Parkway  East,  Birming- 

ham,  Alabama  35298.  VOUIlI  Oil  lllC  Cai Q. 

Blue  Cross 
Blue  Shield 

of  Alabama 


ECG  STAT... 
wherever  you  are. 


INTECH 

Systems  Corp. 


WIC«0-rRACE«^ 

tNTECH  Systems  Corp. 


fNrtR 


mN  fur 


RCV 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 


If  you  can  use  a calculator,  you  can  now  expand 
the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 


With  the  new  MICRO-TRACER™  ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER™  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu-  m 
lar-styled  carrying  case. 

MICRO-TRACER™ ! It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 


For  complete  information,  write: 
INTECH  Systems  Corp 
415  Rabro  Drive  East 
Hauppauge,  NY  11788 
(516)  582-8388 


The  first  truly  portable,  hospital-reliable 
and  affordable  ECG  available  today! 


379  Routine  Blood  Chemistries:  Pitfalls  & Interpretations.  Beta  Blockers: 
New  Drugs,  New  Indications.  Coronary  Artery  Spasm. 

*378  The  Clinical  Spectrum  of  Vasculitis. 

Released  in  1981 

377  Polymyalgia  Rheumatica  and  Giant-Cell  Arteritis.  Iron  Balance:  A 
Clinical  Update.  Revascularization:  Saving  the  Ischemic  Foot. 

*376  Drug  Interactions  in  Clinical  Practice. 

375  Drugs  in  Pregnancy:  Minimizing  the  Risk.  Viral  Hepatitis:  Antigen/ 
Antibody  Parameters.  Management  of  Electrical  Bums. 

*374  TIA,  Progressing  Stroke,  and  Stroke:  Recognition  and  Response. 

373  Managing  Diarrhea  & Dehydration  in  Infants.  Outpatient  Manage- 
ment of  Minor  Bums.  Glaucoma  Medications  and  Your  Patients. 

*372  Office  Orthopedics:  Common  Problems. 

371  Benign  Breast  Disorders:  The  Overwhelming  Majority.  The  Child 
with  Strabismus.  Skin  Lesions  in  Children:  12  Cases  in  Point. 

*370  Fever  of  Unknown  Origin. 

369  Lymphadenopathy:  The  Palpable  Indicator.  CPR  Update:  Basic  Life 
Support.  Non- Articular  Rheumatism. 

*368  Shock:  Hypovolemic,  Cardiogenic,  Septic. 

*367  Cardiac  Invasive  Studies. 

366  Hypersensitivity  Pneumonitis.  Correction  of  Aphakia:  Two  Views. 
Spleen  Function  in  Disease:  When  to  Watch  and  When  to  Treat. 

*365  Cutaneous  Manifestations  of  Systemic  Disease. 

*364  Office  Management  of  Tuberculosis. 

363  Mitral  Valve  Prolapse  Syndrome.  Neck  Pain.  Carcinogens  & Causes 
of  Cancer:  Patient  Guidance. 

*362  Pediatric  Infections:  Clinical  Challenges. 

361  Dysfunctional  Uterine  Bleeding.  Isolation  Techniques.  Hypertension 
and  Pregnancy. 

*360  Occult  GI  Bleeding:  Detection  and  Diagnosis. 

359  Heart  Failure  in  Myocardial  Infarction.  Hypertension  Update.  Gastric 
Bypass  and  Gastroplasty  for  Obesity. 

*358  New  Diagnostic  Images:  Which-When-Why? 

357  Lithium:  Its  Use  in  Depression.  Recognizing  Abnormalities  on  Chest 
Film:  A Dialogue. 

*356  Over  70:  An  Aggressive  Approach  to  Medical  Management. 

355  Ocular  Toxicities  of  Systemic  Dmgs.  Coping  with  Chance.  Infant 
Feeding. 

Released  in  1980 

354  Dying  Patient.  Detached  Retina.  Indications  for  Renal  Biopsy. 

*353  Ocular  Manifestations  of  Systemic  Disease. 

352  The  Problem  of  Preleukemia.  [Sexually  Transmitted  Disease][Aller- 
gic  Rhinitis.] 

*351  Hypoglycemia  and  Hypothyroidism:  Myths,  Mishaps,  and  Miscon- 
ceptions. 

350  Cancer  of  the  Head  and  Neck.  Vitamins:  What  to  Tell  Your  Patient. 
Maternal-Infant  Bonding. 

*349  Clinical  Management  of  Rheumatoid  Arthritis:  Maintaining  the  Bal- 
ance. 

348  The  Management  of  Hemorrhoids.  Dealing  with  the  Assaultive  Pa- 
tient. Systemic  Lupus  Erythematosus. 

*347  Pulmonary  Emergencies:  On-the-Spot  Problem  Solving. 

346  Specialized  Nutritional  Support  for  Patients.  Electrical  Defibrillation. 
Diarrhea  in  Travelers. 

*345  Common  Cardiac  Arrhythmias. 

344  [Peptic  Ulcer  Disease.) 
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appropriate  hospitalization  and  wasteful  uses  of  tech- 
nology. Percentage  discounts  of  fees,  so  popular  in 
most  of  the  new  start-up  vehicles,  are  meaningless 
gimmicks  to  them,  compared  to  the  far  greater  cost  of 
hospital  services. 

A foundation  for  medical  care,  by  definition,  is  a 
voluntary  group  of  physicians  banded  together  to  pro- 
vide high-quality,  cost-effective  medical  care.  Most  of 
the  time  this  is  done  through  monitoring  of  utilization 
review  and  physician  practice  patterns.  A contracting 
physician  agrees  to  accept  peer  review,  knowing  that 
only  if  the  foundation  actually  achieves  economies  for 
clients  will  it  survive  and  grow.  In  short,  it  must  work. 

Physicians  invest  no  money;  neither  do  they  share  in 
the  income  derived  from  small  service  charges  levied 
by  the  foundation  to  pay  its  costs.  The  foundation  will 
have  nothing  to  do  with  what  individual  insurers,  in- 
cluding self-insured  corporations,  pay  hospitals  and 
physicians.  Obviously,  however,  neither  insurers  nor 
industry  will  continue  to  use  the  services  of  the  founda- 
tion unless  it  succeeds  in  checkreining  their  costs. 
Either  we  succeed  or  we  fail.  If  we  fail,  there  are  others 
out  there  eager  to  take  our  place,  with  no  real  affection 
for  private  practice. 

From  the  viewpoint  of  the  physician,  the  foundation 
will  allow  the  maximum  level  of  freedom  consistent 
with  the  objective  of  the  foundation,  which  is  to  survive 
in  a highly  competitive  market.  Physicians  will  keep 
their  individual  patient  populations  that  they  receive 
under  industrial  contracts  and  continue  to  treat  these 
patients  as  always.  Fee  for  service  will  remain  un- 
changed. The  physician  will  continue  to  be  his  patient’s 
advocate.  The  only  constraint  is  the  pledge  to  practice 
cost  effectively  and  that,  in  the  final  analysis,  is  really  a 
pact  between  colleagues,  all  of  whom  have  a substan- 
tial group  interest  in  the  success  of  their  enterprise. 

We  believe  that  a functioning,  efficient  foundation 
(which  may  be  open  for  business  by  the  time  you  read 
this)  is  the  best  the  art  of  the  possible  has  to  offer  at  this 
time.  Physicians  are  placed  squarely  where  they  all  say 
they  want  to  be:  in  the  position  to  control  their  own 
destinies  and  not  become  instruments  of  profit  genera- 
tion for  those  eager  to  exploit  the  present  emergency. 

In  summary,  I believe  this  shoe  fits  a large  number  of 
doctors.  It  may  not  fit  you  or  your  society.  But  1 do 
encourage  those  of  you  who  have  not  given  much 
thought  to  trying  your  own  wings  not  to  wait  for  an 
outside  medical  adventurer  to  achieve  such  a leveraged 
beachhead  in  your  area  that  all  your  options  are  fore- 
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On  Psychiatric  Syndromes 
Associated  with  Cannabis 


Roy  H.  Hart,  M.D.* 


Psychiatrists  who  see  a number  of  cases  of  a particu- 
lar clinical  disorder  may  become  wary  of  the  way 
the  revlutionary  Diagnostic  and  Statistical  Manual, 
Third  Edition/  or  DSM-III,  handles  its  classification. 
For  the  author,  the  classification  of  cannabis-related 
psychiatric  syndromes  appears  inadequate  and  in  need 
of  revision.  (The  several  cannabis-related  psychiatric 
conditions  recognized  in  DSM-III  are  listed  in  Figure 
1.) 

Substance  Use  Disorders: 

Cannabis  Abuse,  305. 2x 
Cannabis  Dependence,  304. 3x 
Organic  Mental  Disorders; 

Cannabis  Intoxication,  305.20 
Cannabis  Delusional  Disorder,  292. 1 1 

Figure  1 (from  DSM-III) 

Curiously,  little  has  been  published  on  the  psychono- 
sology of  cannabis-related  syndromes.  In  the  1930s, 
Kerim, ^ Dhunjibhoy,^  Meggendorfer,'^  and  Drewry^ 
described  effects  produced  by  cannabis,  which  became 
grouped  into  three  types;  (1)  intoxication,  (2)  toxic 
psychosis,  with  or  without  elements  of  other  forms  of 
mental  disorder,  such  as  schizophrenia  or  manic- 
depressive  illness,  and  (3)  dementia  and  deterioration 
following  prolonged  use. 

In  an  excellent  classification  devised  prior  to  the 
outbreak  of  World  War  II,  Bromberg^  divided  mari- 
juana conditions  into  two  types:  (1)  acute  intoxication, 
or  marijuana  psychosis,  containing  sensory,  motor, 
and  subjective  elements,  lasting  from  several  hours  to 
several  days,  often  with  anxiety  or  hysterical  reactions, 
transient  panic  states,  or  depressions,  and  (2)  toxic 
psychoses,  which  included  (a)  those  in  which  there 
were  elements  of  a disturbed  sensorium  with  delusional 
and  emotional  reactions  amounting  to  a psychosis,  and 
(b)  atypical  functional  psychoses  which  were  initiated 
or  colored  by  marijuana  in  their  symptoms  but  con- 
tinued in  the  form  of  the  underlying  psychosis.  These 
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toxic  psychoses  could  last  for  weeks  or  months.  Brom- 
berg, like  Bouquet,^  recognized  that  dementia  follow- 
ing prolonged  use  had  not  as  yet  made  its  appearance  in 
pre- World  War  II  America. 

Hart*  proposed  a modem  classificatory  system  in 
1976  (Figure  2),  using  the  diagnostic  categories  avail- 
able in  DSM-II,  which  worked  well  in  his  hands. 
However,  DSM-III  made  its  appearance  soon  after- 
wards, necessitating  a readjustment  of  the  nosological 
system,  although  Hart  still  finds  his  classification  pref- 
erable to  the  one  in  DSM-III.^  (See  Hart*’  for  case 
studies  illustrating  how  he  employed  the  DSM-II  clas- 
sification.) 

304.5  Drug  dependence.  Cannabis  sativa  (hashish,  marijuana)* 
309.14  Non-psychotic  OBS  with  drug  intoxication  (cannabis) 
294.3  Psychosis  with  drug  intoxication  (cannabis) 

295.99  Schizophrenia,  other  (and  unspecified)  types  — propf- 
schizophrenia  (sehizophrenia  -I-  one  of  the  above  di- 
agnosed cannabis  states) 

* Each  of  the  above  categories  was  extended  to  two  subtyping  modifiers  selected 
from  the  following: 

acute  — subacute  — subchronic  — chronic 

mild  — moderate  — severe  — very  severe 

Figure  2 (from  DSM-II) 

While  little,  psychonosologically,  has  been  pub- 
lished on  cannabis-related  conditions,  there  neverthe- 
less is  a vast  literature  on  the  effects  of  cannabis  on  the 
mental  system.  That  literature  is  too  voluminous  to 
even  begin  to  catalog  here.  For  the  interested  reader. 
Hart’s  article*  has  an  extensive  bibliography  on  this 
aspect  of  cannabis  use,  and  the  annotated  bibliog- 
raphies of  Waller  et  al**’  contain  most  of  the  signifi- 
cant citations  on  cannabis  research  published  around 
the  world  from  1964  through  1979. 

The  clinician  encounters  difficulty  with  DSM-III’s 
cannabis  approach  at  the  very  outset.  Nevertheless, 
Cannabis  Abuse,  305. 2x,  the  first  cannabis  condition 
listed  in  DSM-III,  is  a useful  label,  and  psychiatrists 
would  be  advised  to  use  it  whenever  applicable. 

DSM-III’s  insistence  that  Cannabis  Abuse  as  a di- 
agnostic label  requires  a pattern  of  pathological  use  in 
which  there  is  intoxication  throughout  the  day  will  limit 
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its  applicability.  Such  all-day  use  is  not  a requirement 
for  other  forms  of  drug  abuse,  such  as  Alcohol  Abuse, 
and  one  wonders  why  DSM-III  finds  it  necessary  to 
over-regulate  Cannabis  Abuse  in  this  manner. 

Cannabis  Abuse  overlaps  with  DSM-II’s  Drug  de- 
pendence, Cannabis  sativa  (hashish,  marijuana), 
304.5.  The  DSM-II  category  would  also  include  DSM- 
III’ s Cannabis  Dependence,  304. 3x.  The  main  trouble 
with  Cannabis  Dependence  (in  DSM-III)  is  that  the 
DSM-III  authors  are  not  convinced  of  the  authenticity 
of  cannabis  withdrawal.  The  authors  state  that  “with- 
drawal has  not  been  conclusively  demonstrated”  (p. 
176).  Then  they  go  on  to  show  what  is  doubt,  confu- 
sion, or  even  ambivalence  by  saying;  “The  existence 
and  significance  of  tolerance  (Cannabis  Dependence) 
with  regular  heavy  use  of  cannabis  are  controversial.” 
Yet  tolerance  is  the  diagnostic  criterion  for  Cannabis 
Dependence’s  inclusion  in  DSM-III. 

That  tolerance  for  cannabis  occurs  has  been  appreci- 
ated abroad  for  many  years,  and  its  occurrence  has  been 
periodically  documented  in  the  overseas  medical  litera- 
ture, especially  the  literature  of  the  Near  East,  North 
Africa,  and  India.  (See,  for  example,  Paton  and 
Brown.  *^)  In  their  study  of  the  effects  of  long-term 
cannabis  use  on  blood  cells  and  spermatazoa,  Stefanis 
and  Issidorides,*'^,  in  Greece,  employed  34  volunteers 
who  averaged  3.2  grams  of  hashish  per  day.  The  hash- 
ish had  a 5%  delta-9-tetrahydrocannabinol  (THC)  con- 
tent, which  meant  the  subjects  ingested  160  mgs  of 
THC  daily.  Interestingly,  they  did  not  show  any  out- 
ward signs  of  intoxication.  These  same  subjects  had 
previously  — when  on  their  own  — averaged  410  mgs 
THC  per  day,  and  even  then  they  displayed  no  visible 
evidence  of  intoxication.  The  explanation  is  that  they 
had  developed  tolerance. 

Furthermore,  as  we  have  come  to  see,  marijuana 
users  in  Western  countries  increased  their  THC  levels 
5-10  fold  from  the  1960s  to  the  late  1970s,  due  to 
horticultural  improvements  culminating  in  the  develop- 
ment of  the  sinsemilla  strain,  with  no  noticeable  in- 
crease in  immediate  effects  — in  other  words,  they  had 
developed  tolerance.  Heavy  individual  use  also  led  to  a 
marked  decrease  in  reported  euphoria  — no  more 
wonderful  “highs,”  just  the  relaxation  afforded  by  a 
habit-forming  drug.  Because  of  tolerance  some  of  the 
features  associated  with  cannabis  intoxication  may  not 
become  evident,  that  is,  fail  to  reach  the  threshold  of 
expression,  if  a reefer  of  low  THC  content  is  smoked. 

To  nullify  withdrawal  as  a feature  of  the  cannabis 
experience  means  that  those  involved  in  the  classifica- 
tion did  not  themselves  treat  long-term  users  who  had 
given  up  marijuana  use,  nor  had  they  exchanged  views 
with  clinicians  who  had.  It  is  with  long-term  users  who 
quit  marijuana  and  are  then  followed  clinically  that  you 
regularly  see  the  withdrawal  reaction:  sweating,  ner- 
vousness, tremor,  irritability,  insomnia,  day-night  in- 
version, loss  of  appetite,  diarrhea  — all  or  some  of 


these,  which  may  not  be  as  dramatic  as  the  full-blown 
alcohol  or  heroin  withdrawal  reaction,  but  are  part  of 
the  unique  cannabis  reaction. 

A major  shortcoming  in  the  conceptualization  of 
Cannabis  Organic  Mental  Disorders  — Cannabis  In- 
toxication, 305.20,  and  Cannabis  Delusional  Disorder, 
292.11  — is  the  time  limitation  imposed  on  the  more 
important  features  of  the  two  disorders.  For  Cannabis 
Intoxication  the  chief  effects  are  limited  to  a period  of  2 
hours;  for  Cannabis  Delusional  Disorder  the  “disturb- 
ance does  not  persist  beyond  6 hours  following  cessa- 
tion of  substance  use”  (p.  159).  Such  arbitrary  time 
restrictions  often  do  not  fit  the  case  presentation,  and 
they  ignore  the  complex  issue  of  brain-loading  with 
fat-soluble  cannabinoids  in  the  steady  cannabis  user. 

It  is  inadequate  to  try  to  describe  cannabis  effects 
without  coming  to  grips  with  the  concept  of  THC  as  a 
lipophile,  something  that  is  missing  in  DSM-III.  Thus, 
the  statement,  “Hallucinations  are  rare  except  when 
very  high  blood  levels  are  reached”  (p.  157),  misses 
the  mark  because  blood  levels  of  THC  are  not  readily 
measurable  — THC  is  primarily  in  the  lipid  stores  — 
and  hallucinatory  phenomena  occur  in  the  neophyte 
cannabis  user,  not  in  the  individual  who  has  developed 
tolerance. 

Significantly,  THC  is  distributed  in  fatty  tissue, 
especially  brain,  where  it  remains  for  long  periods  of 
time  in  concentrations  directly  related  to  frequency  of 
marijuana  use,  duration  of  use,  and  amount  of  THC  and 
other  cannabinoids  present  in  the  reefers  smoked  or 
cookies  eaten.  It  is  the  persistence  of  cannabinoids  in 
the  body,  along  with  their  high  chemical  reactivity, 
which  leads  to  the  long-term  effects  of  cannabis,  a 
concept  missing  from  the  new  classification. 

It  is  the  failure  to  come  to  terms  with  long-term 
cannabis  use  and  its  effects  that  is  perhaps  the  chief 
deficiency  in  DSM-III’s  cannabis  classification.  Thus, 
DSM-III  contains  no  labels  comparable  to  DSM-II’s 
Non-psychotic  OBS  with  cannabis,  309.14,  or  Psych- 
osis with  drug  intoxication  (cannabis),  294.3. 

As  illustration,  cannabis  dementia  as  a clinical  entity 
has  become  recognized  in  recent  years  in  this  country 
by  practitioners  experienced  in  the  treatment  of  long- 
term cannabis  users.  The  condition,  featuring  memory 
loss  and  cognitive  defects,  is  one  form  of  what  was 
designated  as  Non-psychotic  OBS  with  cannabis, 
309.14,  in  DSM-II.  Case  #1  (A.B.)  is  illustrative  of 
cannabis  dementia. 

A.B.  was  a 20-year-old  college  freshman  dropout 
who  worked  the  midnight  shift  as  a janitor  at  a ware- 
house. He  had  been  smoking  marijuana  daily  for  4 
years,  occasionally  drank  beer,  and  rarely  snorted 
cocaine.  His  chief  complaints  were  sporadic  memory 
loss  and  poor  concentration.  He  reported  an  IQ  score  of 
125  on  testing  done  when  he  was  16.  A urine  sample 
collected  and  sent  for  drug  screening  on  the  day  of  the 
psychiatric  interview  turned  out  to  be  positive  for  can- 
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nabinoids  and  negative  for  other  drugs. 

On  the  mental  status  examination,  A.B.  took  AVi 
minutes  to  do  serial  7’s,  committing  1 1 errors  in  the 
process.  At  times  he  had  to  be  reminded  that  the  task 
was  to  subtract  7,  not  add  6,  7,  or  10,  as  he  thought  he 
had  been  instructed.  He  consistently  failed  to  repeat  5 
digits  forward,  and  made  errors  each  time  he  attempted 
4 digits  backward,  even  missing  most  efforts  to  do  3 
digits  backward.  When  it  came  to  2-digit  addition, 
e.g.,  37  -I-  46,  he  made  numerous  mistakes,  and 
begged  off  doing  similar  subtraction  problems  with  the 
statement:  “I  can’t  concentrate.”  He  also  tested  poorly 
when  questioned  about  a news  item  I had  read  aloud  to 
him  from  the  local  newspaper.  Again  he  complained  of 
poor  concentration. 

A.B.  certainly  demonstrated  organicity.  On  clinical 
grounds  he  warranted  a diagnosis  of  cannabis  dementia 
(or  DSM-II’s  Non-psychotic  OBS  with  cannabis, 
309. 14).  Dementia  in  DSM-III,  unlike  DSM-II,  can  be 
reversible,  it  should  be  pointed  out.  Regrettably,  I did 
not  get  to  see  A.B.  again. 

Likewise,  DSM-III  fails  to  come  up  with  an  equiva- 
lent of  DSM-II’s  Psychosis  with  drug  intoxication  (can- 
nabis), 294.3,  thus  overlooking  one  of  the  more  famil- 
iar conditions  associated  with  cannabis  use:  a drug- 
induced  psychosis  of  more  than  6 hours  duration.  Case 
#2  (Y.Z.)  illustrates  this  often  missed  diagnosis: 

Y.Z.,  a 21 -year-old  college  student,  was  hospital- 
ized 3 times  within  a 2-year  period,  and  explained  his 
illnesses  by  saying:  “I’m  a paranoid  schizophrenic.” 
Each  of  his  hospitalizations  lasted  3 weeks  or  less,  and 
upon  each  discharge  he  felt  restored  to  his  “old  self,”  a 
generally  cheerful  and  sociable  individual. 

His  illnesses  followed  a characteristic  pattern  of 
ever-deepening  suspiciousness  culminating  in  delu- 
sions and  auditory  hallucinations  of  a persecutory  na- 
ture. Each  time  he  was  diagnosed  as  suffering  from 
paranoid  schizophrenia  and  was  treated  with  chlorpro- 
mazine  (Thorazine).  The  episodic  illnesses  resolved 
well  in  a matter  of  weeks,  but  he  continued  to  carry  the 
label  of  paranoid  schizophrenic  intercurrently,  while 
supposedly  being  maintained  on  chlorpromazine,  50 
mgs,  t.i.d. 

What  was  overlooked  in  this  case  was  the  need  to 
formulate  a differential  diagnosis,  bearing  in  mind  that 
in  today’s  society,  with  its  drug  culture,  a diagnostic 
impression  of  paranoid  schizophrenia  in  anyone  under 
35  is  premature  until  drug  use  has  been  ruled  out.  With 
Y.Z.,  a differential  diagnosis  would  have  included 
cannabis  psychosis,  amphetamine  psychosis,  and 
cocaine  psychosis,  along  with  paranoid  schizophrenia 
— based  upon  history. 

Y.Z.,  it  turned  out,  had  a history  of  smoking  mari- 
juana 4-5  times  per  week  for  3 years.  In  the  past  he  had 
also  “tried  coke  and  uppers,”  but  denied  current  use  of 
them.  A urine  specimen  sent  for  drug  screening  — 
collected  and  sent  to  the  laboratory  on  his  initial  outpa- 


tient visit  to  me  — was  positive  for  cannabinoids. 

In  retrospect,  it  appeared  that  his  regular  use  of 
marijuana  led  to  several  episodes  of  cannabis  psy- 
chosis, which  cleared  during  his  hospital  says  when  he 
stopped  using  cannabis.  Experienced  clinicians  have 
observed  that  a respite  from  marijuana  use  even  mea- 
sured in  weeks  can  bring  about  improvement  in  the 
mental  status. 

Y.Z.  was  encouraged  to  refrain  from  smoking  mari- 
juana for  a trial  period  of  3 months.  During  that  time  he 
became  asymptomatic  and  required  no  medication. 
(His  weekly  urines  were  also  negative  for  cannabi- 
noids.) Functioning  once  again  at  his  premorbid  per- 
sonality level,  it  was  apparent,  clinically,  that  he  did 
not  suffer  from  a paranoid  illness. 

Y.Z.  ’s  clinical  picture  does  not  satisfy  the  criteria  for 
DSM-III’s  Cannabis  Delusional  Disorder,  292.11, 
with  its  disturbance  limitation  of  6 hours,  DSM-ITs 
Psychosis  with  drug  intoxication  (cannabis),  294.3,  is  a 
more  appropriate  label;  and  this  author  hopes  some- 
thing like  it  will  appear  in  DSM-IV.  In  the  meantime, 
many  patients  like  Y.Z.  will  not  be  diagnosed  properly 
using  DSM-III. 

The  development  of  a paranoid-organized  illness,  as 
in  Y.Z. ’s  case,  is  not  an  infrequent  occurrence  in  mari- 
juana users.  In  fact,  clinical  experience  reveals  that 
paranoid  symptomatology  of  some  degree  is  common 
with  cannabis  use.  The  suggestion  that  there  is  a “para- 
noia center”  in  the  right  temporal  lobe,  an  area  that 
may  be  particularly  vulnerable  to  cannabinoids,  has 
been  made  by  Hart,*®  based  upon  the  seminal  work  of 
Jaynes.*^ 

The  time  is  ripe  for  psychiatrists  to  take  a good  look 
at  how  DSM-III  handles  the  conditions  associated  with 
cannabis  use.  The  DSM-III  authors  are  in  need  of  input 
— so  that  DSM-IV,  in  development,  will  reflect  the 
latest  clinical,  as  well  as  scientific,  data  we  do  have 
about  this  substance’s  effects  on  mental  health. 
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Navy 
Medicine. 
The  time  is 
right. 


The  Navy  is  seeking  physicians  who  want  an  alternative  to  the 

EXPENSE  AND  ADMINISTRATIVE  BURDEN  OF  PRIVATE  PRACTICE.  OUR  MODERN 
MEDICAL  FACILITIES  PROVIDE  THE  LATEST  EQUIPMENT  AND  TECHNIQUES. 

Opportunities  exist  to  do  research  that  is  both  exciting  and  clinic- 
ally MEANINGFUL^  INCLUDING  AREAS  SUCH  AS  AEROSPACE  AND  UNDERSEA 

Medicine.  The  Navy  is  especially  looking  for  Orthopedic  Surgeons, 
General  Surgeons,  OB-GYN,  Family  Practicioners,  Anesthesiologists, 
Otolaryngologists,  and  Preventive  and  Occupational  Medicine  Specialists. 
Navy  benefits  include  competitive  salaries,  30  days  vacation  each 

YEAR,  FREEDOM  FROM  MALPRACTICE  INSURANCE,  EXCELLENT  WORKING  CONDITIONS 
WITH  STABLE  HOURS,  AND  A NON-CONTRIBUTORY  RETIREMENT  AFTER  ONLY  20 
YEARS  OF  ACTIVE  SERVICE. 

FOR  FURTHER  INFORMATION  CALL  OR  SEND  RESUME  STATING  QUALIFICATIONS  TO: 

Navy  Officer  Medical  Programs 
Perry  Hill  Office  Park 
3815  Interstate  Court 
Montgomery,  AL  36109 


Toll-Free  in  Alabama  1-800-392-1548  or  Commercial  (205)  277-6313 


It  makes  sense  now 


Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  IVIodern  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.I.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATSUne  1-800-272-6481 


1 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $7.50  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance. 
Classified  displays  are  $10  per  column  inch.  Ad  box 
number  can  be  substituted  for  formal  addresses  upon  re- 
quest at  a cost  of  $2.  Copy  deadline  is  6 weeks  preceding 
date  of  publication.  Send  copy  to:  Advertising  Manager, 
ALABAMA  MEDICINE,  P.O.  Box  1900-C,  Mont- 
gomery, Alabama  36197-4201. 


ORTHOPEDIC  SURGEON  — BOARD  CERTIFIED  OR  BOARD 
ELIGIBLE  — VA  Medical  Center,  Tuskegee,  Alabama,  has  vacan- 
cy for  orthopedic  surgeon.  831-bed  general  hospital  with  79-bed 
surgical  service  (10-bed  orthopedic  section).  Affiliated  with  More- 
house School  of  Medicine.  Salary,  including  special  physician’s 
pay,  from  $70,000  to  $80,000.  40  hours  per  week  plus  liberal  fringe 
benefits  package.  Equal  opportunity  employer.  Call  (205)  727- 
0550,  x645,  or  write;  Chief  of  Staff  (11),  VA  Medical  Center, 
Tuskegee,  Alabama  36083. 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 

FAMILY  PHYSICIANS  desperately  needed  to  locate  in  West  Cen- 
tral Alabama  rural  communities,  one  hour  from  Birmingham. 
Faculty  appointment  with  Family  Practice  Center  at  University  of 
Alabama  if  qualified.  Join  established  practice  or  work  individual- 
ly. Salary  of  $42,000  to  $65,000  guaranteed  until  practice  is  self- 
sufficient.  Generous  fringe  benefits  include  life,  disability,  health, 
retirement,  and  malpractice  insurance,  two  weeks  continuing 
education,  and  three  weeks  annual  leave.  All  equipment,  including 
X-ray  and  lab,  furniture,  and  supplies  provided.  Management  ser- 
vices including  personnel,  payroll,  tax  reports,  and  billing  pro- 
vided. If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 

MONTGOMERY  — An  established  Family  Practice  with  a dynam- 
ic business  development  plan  is  offering  excellent  salary,  benefits 
and  equity  growth  opportunity  for  the  right  Family  Practitioner. 
Would  prefer  physician  between  35  and  45  years  with  strong  com- 
mitment to  personal  care  and  medical  competence.  Please  send 
resume  or  phone  Cameron  MacGuire,  1 1 10  Mulberry  St.,  Mont- 
gomery, AL  36194.  (W)  1-834-2745,  (H)l-277-I249. 

Partlow  State  School  and  Hospital,  a state  residential  facility  for  the 
mentally  retarded,  located  in  Tuscaloosa,  Alabama,  has  openings 
for  Physicians.  Applicants  must  be  eligible  for  full  Alabama 
license.  Salary  $45,604,  and  up  depending  on  training  and  experi- 
ence. Excellent  benefits  include  13  paid  holidays,  13  days  each  of 
annual  and  sick  leave,  retirement  program  and  paid  health  insur- 
ance. Contact  Mr.  Thomas  King,  Personnel  Director.  Partlow  State 
School  and  Hospital,  P.O.  Box  1730,  Tuscaloosa,  Alabama  35403. 
(205)  553-4550,  ext.  4128.  Equal  Opportunity  Employer. 


PSYCHIATRIST  Immediate  opening  due  to  retirement  of  Psychia- 
trist; attending  psychiatrist  for  an  acute  care  unit  of  approximately 
forty  patients;  JCAH  accredited  130  bed  acute  care  facility  located 
in  the  beautiful  Tennessee  Valley;  mild  climate;  prosperous  com- 
munity with  diversified  industry;  low  taxes;  outstanding  school 
systerri  with  five  colleges  within  a thirty  mile  radius;  excellent 
recreational  facilities;  base  salary  $60,000  annually  (higher  salary 
negotiable  commensurate  with  qualifications  and  experience);  tax- 
sheltered  retirement  plan;  hospital  insurance  coverage;  13  days 
annual  leave,  13  days  sick  leave  and  13  paid  holidays  per  year. 
North  Alabama  Regional  Hospital,  P.O.  Box  2221,  Decatur,  Ala- 
bama 35602,  (205)  353-9433.  EOE/AAE 

STAFF  PHYSICIAN  — Has  mounting  regulation  and  paperwork, 
too  short  vacations,  long  daily  hours  wearied  you?  Consider  a 
salaried  position,  with  regular  hours,  motivated  compatible  peers, 
restful  sunbelt  living  in  a beautiful  southern  city  of  1 10,000  friendly 
people.  Impending  retirement  triggers  our  search  for  an  M.D.  to 
join  7 others  and  a support  staff  of  50  who  care  for  the  needs  of 
15,000  co-ed  students  at  the  University  of  Alabama.  Practice  in  a 
full  service  facility  with  large  outpatient  department  (50,000  yearly 
visits)  and  a 36  bed  acute  care  inpatient  service.  Daily  office  hours 
allow  development  of  own  clientelle  and  rotating  night  call  is  aided 
by  furnished  beeper.  This  position  will  open  summer  of  1985,  is  a 
full-time  12  month  appointment,  and  requires  an  active  Alabama 
license  and  D.E.  A.  number,  demonstrated  skills  in  primary  medical 
care  of  young  adults,  eligibility  for  membership  in  the  state  medical 
society  and  for  unrestricted  malpractice  insurance.  Current  private 
practice  in  a primary  care  specialty  will  add  additional  weight. 
Salary  competitive  with  other  university  health  services  while  vaca- 
tion time,  fringe  benefits,  and  retirement  programs  are  superior. 
Sounds  interesting?  Start  inquiry  now!!  Closing  date  for  inquiry  is 
November  15,  1984.  For  more  information,  write;  Director,  Russell 
Student  Health  Center,  P.O.  Box  Y,  University,  Alabama  35486  or 
call  collect  (205)  348-6262.  The  University  of  Alabama  is  an  equal 
opportunity,  affirmative  action  employer. 

SURGEON  — Central  Alabama  town  of  1,800,  20,000  drawing 
area,  new  clinic,  $100,000.00  guarantee  first  year.  Write  or  call  Dr. 
Robert  E.  Wiltsie,  9433B  Parkway  E.,  Birmingham,  AL  35215 
833-6500. 


OB/GYN  physicians  wanted  for  opportunity  in  southern  Alabama. 
1 Va  hrs.  from  Florida  coast.  Generous  guarantee.  Nice  community. 
International  openings  also.  Send  c.v.  or  call;  Anna  Phillips,  Health 
Careers  International,  6829  Elm  St.,  McLean,  VA,  22101,  703/ 
356-2858. 


PLANT  PHYSICIAN  Ciba-Geigy,  a major  multi-national  corpora- 
tion, is  seeking  a Plant  Physician  to  direct  the  Industrial  Health  Care 
Program  for  its  manufacturing  facility  located  in  McIntosh,  Ala- 
bama. 

A well-equipped  medical  facility,  staffed  with  experienced  pro- 
fessionals, is  available  to  provide  health  care  services  on-site. 
Services  performed  include  pre-employment  physical  examina- 
tions, diagnostic  evaluations,  treatment  of  on-the-job  injuries, 
periodic  physical  examinations  and  employee  health  management. 
A competitive  salary  and  excellent  benefits  are  provided  along  with 
the  attractive  location  near  the  Alabama  Gulf  Coa.st. 

Please  send  curriculum  vitae  to;  Salaried  Personnel,  CIBA- 
GEIGY  Corporation.  P.O.  Box  I 13,  McIntosh,  Alabama  36553. 

An  equal  opportunity  employer  malc/fcmale. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-GYN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D..  #33  Medical  Park, 
Valley,  Alabama  36864. 
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Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 


WANTED 


MEDICAL  RESEARCH 
DIAGNOSTIC  RADIOLOGY 


ORTHOPEDIC  SURGERY 
NEUROSURGERY 


OTOLARYNGOLOGY 
CHILD  PSYCHIATRY 
PEDIATRICS 


GENERAL  SURGERY 


Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 


Suite  407 

1407  Union  Avenue 


AMEDD  Personnel 


Memphis,  TN  38104 
(901)  725-4445 


NORTHERN 


Counselor 

Mid-Memphis  Tower  Building 


Counselor 
144  Elk  Place 
Suite  1504 

New  Orleans,  LA  70112 
(504)  589-2373 


SOUTHERN 


AMEDD  Personnel 


AUXILIARY 


Mrs.  Richard  Shepard 
A-MASA  President 


The  Great  Cover-Up 


The  following  letter  came  to  me  from  the  director  of 
MASA’s  Education  Department.  I do  not  know  the 
author,  but  I feel  she  must  speak  for  many  who  are  or 
have  been  engaged  in  the  great  cover-up  — the  effort  to 
hide  a physician  spouse’s  drug  or  alcohol  addiction. 
Perhaps  her  story  will  encourage  others  to  seek  help. 

“I  am  the  wife  of  a physician.  I am  the  wife  of  an 
alcoholic.  AND  I am  very  grateful.  . . . 

“Who  I am  is  not  at  all  important  — what  has 
happened  in  my  life  is  very  important.  I hope  that  by 
sharing  a little  of  this,  someone  else  can  benefit  from 
my  life  — where  / have  been,  where  / am  now,  and 
where  / am  going.  When  I say  that  I am  grateful,  you 
will  probably  think  I am  a fool.  I think  that  / am  one  of 
the  luckiest  people  in  the  world. 

“Did  you  know  that  one  of  every  eight  U.S.  citizens 
will  become  addicted  to  either  alcohol  or  drugs  or  to 
both?  Did  you  know  that  in  the  medical  profession  these 
statistics  are  even  more  frightening,  that  one  in  every 
five  physicians  will  contract  this  devastating  disease?  It 
is  estimated  that  one  alcohol/drug  addict  will  affect  the 


lives  of  at  least  seven  other  people  who  love  them  — 
wives,  children,  families  and  friends.  It  is  to  you,  the 
‘significant  others’  that  I would  like  to  say  a few  words. 

“My  husband  suffers  with  this  disease.  His  drug  of 
choice  was  alcohol  and  during  the  years  that  he  was  a 
practicing  alcoholic,  I became  increasingly  ill  myself.  I 
lived  in  an  abnormal  world  — a world  of  fear  and 
insecurity,  not  knowing  from  one  day  to  the  next  how  I 
would  survive  and  sometimes  not  even  caring. 

“I  learned  to  be  his  ‘enabler’  — that  is,  to  lie  for 
him,  protect  him  and  to  do  all  the  things  which  pre- 
vented him  from  seeking  help  and  starting  a program  of 
recovery  sooner.  All  of  these  things  I did  in  the  name  of 
‘love.’  How  very  sick  I was.  It  is  not  easy  for  me  to  look 
back  and  relive  this  and  to  know,  in  retrospect,  that  I 
did  all  the  wrong  things.  I almost  killed  him  with  this 
‘love’  and  in  the  process  became  very  ill  myself.  It  was 
a living  Hell  and  only  you  who  are  there  now  know  what 
I mean. 

“Three  years  ago  my  husband  voluntarily  admitted 
himself  to  a facility  for  treatment  of  his  alcoholism.  He 
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did  this  himself  because  he  ‘sick  and  tired  of  being 
sick  and  tired,  ’ and  wanted  to  get  well  — not  for  me  or 
for  anyone  else,  but  for  himself.  Thank  God  this  was  a 
family  oriented  program  and  I also  received  help  even 
though  at  the  time  I didn’t  feel  I needed  it. 

' 7 learned  many  things  about  myself,  but  most  im- 
portant I learned  that  I was  not  responsible  for  his 
drinking  and  that  / had  to  learn  to  live  my  own  life.  Only 
by  doing  this  could  1 allow  him  the  dignity  of  living  his 
life  and  bearing  the  responsibility  for  his  actions.  1 had 
to  ‘let  go  with  love.’  It  was  really  hard  because  I had 
had  years  of  training  in  the  wrong  way  to  deal  with  our 
problem.  I am  lucky;  because  somehow  I managed  to 
listen  and  to  believe  what  was  told  me  and  over  these 
past  few  years  1 have  undergone  a program  of  recovery 
in  my  life  which  parallels  my  husband’s. 

“My  husband  has  a fulltime,  thriving  medical  prac- 
tice. I have  many  interests  of  my  own.  I have  responsi- 
ble positions  in  my  political  party,  my  church,  and  in 
other  volunteer  areas.  Several  years  ago  I couldn’t 
have  done  these  things  because  I had  lost  my  enthu- 
siasm for  life.  We  both  devote  quite  a lot  of  time  to 
working  with  and  trying  to  help  others  who  have  or  are 
affected  by  this  disease. 

‘ ‘In  helping  others,  we  renew  our  resolve  to  continue 
our  recovery.  God,  in  His  infinite  wisdom  and  grace, 
has  given  us  a new  life.  A life  which  is  more  beautiful 
than  anything  we  could  have  imagined.  We  want  and 
need  to  share  this  with  others  who  still  suffer.  If  you 
have  a problem  with  your  life  because  of  this  devastat- 
ing disease,  please  know  that  there  are  people  who  care 
about  you,  want  to  help,  and,  above  all,  that  there  is 
Hope.  Please  call  the  hot  line  (263-3947)  at  the  MASA 
office  if  you  feel  you  need  help.  YOUR  PRIVACY  WILL 
BE  RESPECTED. 

‘ ‘Alcoholism  andlor  drug  addiction,  if  untreated  and 
unarrested,  can  only  lead  to  more  pain,  and,  ultimately 
to  either  insanity  or  death.  Help  is  available  — please 
reach  out.  I know  how  you  feel  because  I have  been 
there. 

“Yes,  I am  the  wife  of  an  alcoholic.  I am  the  wife  of  a 
physician.  AND,  I AM  very  grateful.  ...” 

And  I am  grateful  to  my  unknown  correspondent  for 
sharing  her  story  with  us.  I can  only  add  that  those  of  us 
who  have  not  shared  this  problem  might  show  our 
gratitude  by  making  a tax-deductible  contribution  to 
MASA’s  new  Medical  Foundation  of  Alabama  (MFA) 
which  helps  to  support  the  Impaired  Physicians  Pro- 
gram. Their  address  is  MASA  headquarters  in  Mont- 
gomery. 


Ready  to  start 
your  practice? 

Need  a partner 
or  associate? 

Know  a community 
in  need  of  physicians? 


Use  MASA’s  Physician  Placement 
Register.  A public  service  of  the 
Medical  Association  of  the  state  of 
Alabama  conducted  for  physicians 
seeking  new  professional  positions 
and  Alabama  communities  that  are 
seeking  the  services  of  a physician. 

For  more  information  and  assist- 
ance, contact  the  MASA  Physician 
Placement  Service: 


19  S.  Jackson  street 
P.O.  BOX  1900-C 
Montgomery,  AL  36197 
(205)  263-6441 


One  More  Service  of  MASA 
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COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

D^LMANE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'*’ 

• More  total  sleep  time'  *’ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed'*' 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy' 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANEs 

flurozepom  HCI/Poche 
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DIRECTOR 


Time  to  Take  Off 
Gloves? 


In  his  presidential  column  this  month,  Dr.  Hyman 
makes  the  point  that  the  “health  care  industry”  should 
place  some  of  the  blame  on  itself  for  hiding  its  light 
under  a bushel  while  irresponsible  critics  have  fired 
away  at  will.  Characteristically,  physicians  have  had 
little  to  say  by  way  of  refutation. 

I have  a confession  to  make.  Eight  years  ago  I was 
unencumbered  by  much  knowledge  of  either  the  sci- 
ence or  the  socio-economics  of  medicine.  I suppose, 
although  it  is  difficult  now  to  remember  that  innocent 
time,  that  I shared  most  of  the  popular  notions  about 
doctor  reticence.  Everybody  knew,  in  the  way  that 
everybody  always  knows  everything,  that  “doctors 
won’t  tell  you  anything.” 

After  almost  eight  years  of  work  with  the  Associa- 
tion, I understand  that  reticence  better.  Medical  science 
is  so  frightfully  complex  that  not  even  the  most  intelli- 
gent layman  can  understand  much  about  his  plumbing. 
While  it  is  said  that  people  know  more  than  ever  about 
their  bodies,  a little  learning  is  still  a dangerous  thing. 
Doctors  know  us  laymen  don’t  know  the  Islets  of 
Langerhans  from  the  White  Cliffs  of  Dover  or  McBur- 
ney’s  Point  from  Plymouth  Rock. 

Doctors  know  further  that  the  situation  has  consider- 
ably worsened  since  laymen  got  the  idea  that  they  know 
just  about  everything  one  needs  to  know  about  medi- 
cine. After  all,  they  have  read  the  last  two  issues  of 
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the 


Reader’s  Digest,  saw  a news  story  about  something  or 
other  as  reported  in  the  New  England  Journal  of  Medi- 
cine and  occasionally  look  over  the  medical  section  of 
Time  magazine.  What  else  is  there  to  learn? 

There  are  several  valid  reasons  most  physicians  are 
reluctant  to  go  into  technical  detail  on  illness  with 
patients,  but  not  the  least  of  them  is  surely  the  reason 
that  there  is  no  way  to  impart  accurate  information  to  a 
mind  that  does  not  even  begin  to  understand  the  lan- 
guage of  medicine,  to  say  nothing  of  the  details.  (Just 
for  laughs,  I like  to  ask  a friend  to  point  to  his  gall 
bladder  and  watch  the  puzzled  gyrations.) 

Much  of  the  same  reasoning  is  behind  physician 
reluctance  to  respond  to  even  the  most  irresponsible 
charges  about  the  cost  of  medical  care.  None  of  the 
critics  really  want  to  understand  the  problem.  That 
would  require  years  of  reading  and  more  concentration 
than  they  care  to  devote  to  any  subject.  Besides,  it’s  so 
much  easier  to  offer  sweeping  conclusions  when  you 
aren’t  burdened  by  facts. 

Several  months  ago,  in  an  informal  talk  before  the 
Board  of  Censors,  Senator  Howell  Heflin  said  that 
often  it  is  not  the  most  compelling  and  logical  argument 
that  wins  the  day  before  Congress;  it  is  frequently  an 
anecdote  that  seems  to  explain  everything  and  thus 
persuades  Congressmen  that  they  have  all  the  informa- 
tion they  need  to  vote  on  a health  care  issue.  The  expert. 
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Senator  Heflin  seemed  to  be  saying,  doesn’t  stand  a 
chance  against  the  raconteur. 

I get  tired  just  thinking  how  I would  begin  to  explain 
DRGs,  for  example,  to  an  interested  citizen  who  had  no 
more  than  two  or  three  minutes  to  learn  all  about  them 
and  why  I think  doctors  are  troubled  over  possible 
consequences  down  the  road.  It  simply  couldn’t  be 
done;  nobody  wants  to  listen  longer  than  about  a minute 
to  any  discussion  not  bordering  on  the  sensational  or 
scandalous.  Thinking  is  hard  work.  Therefore,  the 
story  teller  with  a horror  tale  or  two  about  something 
that  happened  to  a constituent  in  a hospital  back  in  his 
district  can  be  far  more  persuasive  than  logic. 

We  Americans  don’t  have  time  for  details;  just  give 
us  the  bottom  line. 

Most  emotional  issues  in  this  country  never  get  dis- 
cussed at  all  by  the  rank  and  file.  Take  the  abortion 
issue,  for  example.  Proponents  and  opponents  of  abor- 
tion have  amassed  all  kinds  of  information  to  support 
their  respective  cases,  but  the  general  public  is  not 
interested  in  these  details.  Most  people  side  with  one 
group  or  the  other,  depending  on  whether  or  not  they 
think  a woman  should  be  the  final  authority  over  her 
body,  or  that  abortion  is  fetal  murder.  Having  reached 
their  emotional  conclusions,  they  think  any  old  reason- 
ing process  will  do  to  get  them  there. 

In  one  of  his  more  candid  moments,  the  late  Judge 
Learned  Hand,  regarded  by  many  as  one  of  the  greatest 
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American  jurists  even  though  he  was  never  appointed 
to  the  U.S.  Supreme  Court,  wrote  rather  darkly  about 
what  is  commonly  called  public  opinion.  Properly  so- 
called,  there  is  no  such  thing.  Judge  Hand  said.  The 
public  knows  so  little  about  complex  matters  of  state, 
government  or  foreign  affairs  it  would  be  ridiculous  to 
apply  the  word  “opinion”  to  such  an  amorphous  mass 
of  misinformation,  fragmentary  facts,  misinterpreta- 
tions and  distorted  perceptions.  Most  Americans,  he 
said,  hold  their  political  representatives  to  account  for 
only  a very  narrow  range  of  issues  that  affect  the  voter’s 
pocketbook  or  his  biases.  They  care  little  and  know 
little  about  the  rest.  If  it  doesn’t  concern  them  tomor- 
row, they  just  don’t  care. 

When  the  average  citizen,  for  example,  tells  you  that 
health  care  costs  too  much,  he  or  she  is  not  in  the  mood 
to  respond  to  your  retort,  “Relative  to  what?”  It  does 
no  good  to  tell  him  that  automobiles  or  houses  have 
gone  up  far  faster  than  health  care,  because  he  doesn’t 
really  care  if  you  are  right  about  that  (which  you  are 
not,  of  course;  he  knows  better).  There  is  a perfectly 
good  reason  for  houses  going  up,  he  will  tell  you:  labor 
and  materials  cost  more. 

He,  of  course,  rejects  that  and  everything  else  as 
justification  for  the  increased  cost  of  health  care.  Simi- 
larly, if  automobile  prices  have  outpaced  the  increases 
in  the  cost  of  doctor  visits,  that  is  not  even  remotely 
comparable:  Everybody  knows  that  prices  have  been 
inflated  because  cars  contain  a lot  of  steel,  rubber  and 
other  expensive  stuff.  Doctors,  on  the  other  hand,  in- 
crease their  charges  simply  because  they  are  greedy. 

There  is  a clue  here.  Tangibles  the  public  can  under- 
stand; intangibles  it  cannot  because  it  will  not.  Also,  a 
new  house  or  a new  car  makes  people  happy,  whereas 
doctors  and  hospitals  jump  on  you  when  you  are  down 
and  fine  you  for  being  sick.  Health  may  be  more  pre- 
cious than  a new  car  in  the  drive-way,  but  it  won’t  play 
in  Peoria. 

Dr.  Hyman  makes  the  point  that  medicine  has  simply 
failed  to  convey  the  idea  that  it  is  not  only  selling  a 
product  but  the  most  precious  piece  of  materialism 
around,  a well-functioning  body.  But  people  just  don’t 
think  of  their  bodies  as  prized  possessions.  That  may 
help  explain  the  often  cited  conundrum  that  most  men 
take  far  better  care  of  their  replaceable  automobiles 
than  they  do  of  their  irreplaceable  bodies. 

Dr.  Hyman’s  suggestion  that  the  health  care  industry 
start  reporting  itself  just  as  other  industries  do  is,  of 
course,  tongue-in-cheek.  But  1 can’t  get  over  the 
thought  that  it  just  might  be  a way,  possibly  the  only 
way,  to  make  the  point  that  doctors  and  hospitals  are 
contributing  enormously  to  the  Gross  National  Product 
in  ways  that  few  people  ever  stop  to  consider. 
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There  are  several  insurance  companies  doing 
business  in  Alabama  who  claim  to  offer  the  best 
coverage  for  physicians.  You  may  even 
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Dr.  Paul  Everest,  Vice  President  and  member  of 
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Operated  by  Alabama  physicians— and 
we  know  who  offers  the  best  coverage  for 
Alabama  physicians  ••• 

because  the  feeling  is  Mutual. 
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Accentuating  the  Positive 


In  all  the  current  hubbub  and  general  alarm  over 
alternative  care  systems,  it  might  be  well  if  we  pause 
and  reflect  on  what  these  are  alternative  to  — the 
hospital,  our  traditional  work  place,  and  likely  to  re- 
main so  for  as  far  as  the  prophetic  eye  can  see.  Let’s  not 
become  so  mesmerized  by  all  the  marketing  gadgetry 
that  we  forget  that. 

Hospitals  and  physicians  have  jointly  borne  the  brunt 
of  the  hue  and  cry  over  the  increased  percentages  of  the 
Gross  National  Product  going  to  health  care.  I am 
getting  more  than  a little  tired  of  this  figure  cited  as 
somehow  wasteful.  If  you  look  it  up  in  the  World 
Almanac,  as  I did,  you  will  see  health  care  listed  as  a 
national  asset  along  with  the  national  wealth  generated 
by  the  goods  and  services  produced  by  other  industries 
— from  mining  to  tobacco  manufacturing;  from  chem- 
icals and  printing  to  automobiles  and  furniture;  from 
hotels  and  motion  pictures  to  automobile  repair  and 
legal  services. 

All  these  goods  and  services  constitute  our  Gross 
National  Product,  that  is  to  say  the  national  wealth 
generated  by  these  various  sectors.  Health  care  is  an 
increasingly  important  one  economically,  reflected 
principally  in  millions  of  American  jobs,  but  also  in 
many  other  ways  as  well. 

After  being  industrially  dormant  for  many  years,  the 
health  care  industry  is  providing  many  relatively  stable 
jobs  in  and  out  of  hospitals  and  physicians  offices. 


nursing  homes,  pharmaceutical  companies,  in  the  con- 
struction trades  that  build  these  facilities,  and  in  count- 
less other  suppliers  and  contractors. 

For  too  long,  I think,  both  doctors  and  hospitals  have 
been  on  the  defensive  against  the  outraged  recitations 
of  the  terrible  fact  that  9,  10  or  11%  of  the  Gross 
National  Product  is  spent  on  health  care.  We  have 
simply  permitted  them  to  state  it  backwards  without  our 
protest.  The  plain  truth  is  that  the  health  care  industry 
(for  lack  of  a better  term)  creates  national  wealth  just  as 
any  other  industry  does.  It  creates  physical  plant  and 
millions  of  jobs;  but  its  real  product  is  the  most  precious 
of  any  industry,  human  health.  Measuring  the  econom- 
ic impact  of  the  industry  by  these  positive  standards,  it 
is  far  more  important  to  the  economic  well  being  of  the 
nation  than,  say,  the  steel  or  automobile  industry.  You 
don’t  hear  General  Motors  on  the  defensive  because 
Americans  last  year  spent  so  many  billions  on  auto- 
mobiles, nor  do  you  hear  politicians  decrying  this  fact. 
On  the  contrary,  the  nightly  news  all  this  year  has  been 
trumpeting  as  a national  asset  the  strong  demand  (for 
which  read  spending)  for  cars,  new  homes  and  retail 
goods  of  all  kinds. 

This  is  good  news,  they  say.  The  bad  news  is  that  we 
also  spent  too  much  on  health  care.  Why  this  double 
standard?  The  reason,  as  you  all  know,  is  that  health 
care  has  suddenly  been  declared  a right,  like  voting 
maybe,  and  therefore  any  money  spent  on  it  is  an 
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outrage,  a net  loss,  money  out  the  window. 

Can  anybody  tell  me  what  happened  to  permit  this 
kind  of  reasoning  to  prevail?  I think  all  of  us  in  health 
care  are  to  blame  for  the  triumph  of  negativistic  prop- 
aganda. We  let  them  change  the  rules  when  they  talked 
about  us  and  we  added  emphasis  to  their  cries  of  ruin  by 
donning  hair  shirts  and  pathetically  acknowledging  all 
our  sins  of  omission  and  commission. 

Having  said  that,  I hasten  to  add  what  we  all  know, 
that  there  has  been  waste  in  the  system.  (There  has  also 
been  waste  in  the  automobile  industry,  steel  and  mili- 
tary spending,  to  name  a few  other  examples.)  There 
will  always  be  some  of  what  others  call  waste  because 
medicine  is  an  inexact  science.  There  will  be  an  irre- 
ducible minimum  of  misses. 

But  when  we  are  denounced  for  “all  those  tests,” 
instead  of  confessing  our  profligate  ways,  maybe  we 
should  respond:  “Why  did  you  shoot  all  those  shells  at 
the  two  birds  you  bagged,  when  obviously  two  shells 
were  quite  enough?  The  principle  is  often  the  same.” 
When  they  think  a minute,  maybe  they  will  get  the 
point.  The  doctor  didn’t  know  which  tests  would  be 
positive  and  the  hunter  didn’t  know  which  shells  would 
be  on  target.  Looking  for  answers,  sometimes  groping 
in  the  dark,  often  looks  wasteful  only  to  the  uninitiated. 
But  if  we  always  knew  what  tests  would  be  productive 
of  answers,  we  would  be  smart  enough  not  to  order  any, 
wouldn’t  we? 

Medicine  is  uncertain  because  life  is  uncertain. 
Many  years  ago,  a young  physician  I knew  was  just 
beginning  practice  and  already  had  a young  family.  At 
his  request,  a life  insurance  salesman  had  drawn  up  a 
policy  for  him  that  would  have  provided  for  his  family 
in  the  event  of  his  untimely  demise.  When  he  protested 
the  size  of  the  premium  for  this  coverage,  the  salesman 
said  to  him:  “Well,  if  you  know  you  aren’t  going  to  die 
for  25  years,  you  don’t  need  any  additional  coverage. 
Do  you  know  that?” 

Hospitals  and  doctors  are  in  the  uncertainty  business 
too.  Just  as  you  “wasted”  money  on  life  insurance 
premiums  for  coverage  you  didn’t  need,  because  you 
didn’t  die  at  an  awkward  time  for  a growing  family,  so 
is  money  spent  on  unproductive  technology  also 
“wasted,”  but  only  to  that  extent. 

It’s  similar  to  that  old  problem  addressed  by  the  two 
tipsy  gentlemen  contemplating  the  bottle  before  them, 
with  diametrically  opposed  views.  The  pessimist  says 
it’s  half  empty;  the  optimist  says  its  half  full.  Both  are 
right;  it’s  all  in  the  point  of  view.  Alarmists  can  point  to 
the  millions  spent  each  year  on  oncology  studies  that 
produced  negative  findings.  They  see  that  as  waste. 
The  thousands  and  thousands  of  relieved  patients  who 
got  that  good  news  don’t  see  it  that  way;  neither  do  their 
physicians. 

So  if  the  pundits  say  10.9%  of  the  Gross  National 
Product  is  too  much  to  spend  on  health  care,  I think  we 
should  begin  challenging  that.  Health  care  has  simply 
never  been  quoted  appropriately  in  the  reams  of  figures 
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produced  by  the  Bureau  of  the  Census  or  the  Depart- 
ment of  Labor  Statistics.  1 began  thinking  of  this  glar- 
ing omission  when  looking  over  one  of  the  key  criteria 
used  to  gauge  the  productivity  of  American  manufac- 
turing. It’s  called  the  “Value  Added”  column. 

They  take  the  value  of  the  raw  materials  and  subtract 
that  from  the  value  of  the  finished  products  and  this 
gives  them  the  value  added  by  the  particular  industry  — 
food  products,  machinery,  transportation,  textiles, 
lumber  and  wood  products,  and  so  on  down  a long  list 
that  gorws  every  year. 

You  won’t  find  human  health  as  a reported  “Value 
Added”  for  our  industry.  The  reason  is  simple:  What 
hospitals  and  physicians  produce  and  the  value  they  add 
cannot  be  computed  because  the  value  of  human  life 
can’t  be  computed.  But  the  pundits  who  criticize  us  for 
all  the  money  spent  in  our  industry  seem  to  be  saying  we 
don’t  really  produce  anything. 

All  we  do,  I submit,  is  take  the  raw  materials  of  an  ill 
human  being,  unable  to  work  and  add  his  productivity 
to  the  national  total,  and  run  him  through  our  plant, 
restore  his  health  and  return  him  to  his  job  and  family. 
What  value  have  we  added  in  our  industrial  process  of 
one  person  returned  to  a healthy,  happy  and  productive 
life?  Forget  the  humanity,  the  pricelessness  of  human 
life,  because  we  could  never  agree  on  the  value  added, 
be  it  a million  or  a billion  dollars.  And  our  critics  don’t 
want  to  discuss  that  anyway.  How  much  is  that  restored 
life  worth  in  his  productive  addition  to  the  economy, 
the  GNP,  and  to  his  continuing  to  pay  taxes?  Many 
thousands  surely.  And  this  is  multiplied  many  tens  of 
thousands  of  times  every  day  by  physicians  in  the 
United  States. 

So  I think  hospitals  and  doctors  have  taken  a bum 
rap,  partly  because  of  our  own  timidity  in  challenging 
the  outraged  yelps  of  politicians  and  pundits.  We  have 
been  content  to  let  them  rave  on  about  all  the  money 
spent  and  never  once  talked  about  the  wealth  we  have 
created  in  jobs  and  plant.  We  have  let  them  get  by  with 
the  monstrous  fiction  that  health  care  costs  are  a dead 
weight  on  the  American  economy,  creating  no  wealth, 
subtracting  rather  than  adding  to  the  Gross  National 
Product. 

Of  course  the  reasons  we  haven’t  answered  our  crit- 
ics more  forcefully  is  the  obvious  one.  We  don’t  think 
of  the  work  of  physicians  and  hospitals  in  dollar  values 
but  in  terms  of  suffering  humanity.  This  ties  our  hands 
and  freezes  our  tongues  when  our  critics  want  to  talk 
only  in  these  cold  economic  terms. 

Maybe  hospitals  and  doctors  should  put  production 
billboards  out  front,  as  manufacturing  companies  do, 
proclaiming  for  all  the  world  to  see  such  broadsides  as 
this: 

“In  1984  this  facility  contributed  uncounted  and 
uncountable  thousands  of  man!  days  of  production  in 
every  field  of  human  endeavor  by  returning  hundreds 
of  sick  people  to  their  productive  place  in  society; 
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RETURN  THAN 
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^Jelieve  it  or  not,  it’s  your 
own  home.  Investing  in  ener- 
gy-saving improvements  in 
your  home  can  help  you  save 
money  and  make  money.  It’s 
one  of  the  best  investment 
choices  you  can  make — even 
better  than  a C.D.,  money 
market  or  savings  account. 

ow  is  energy  efficiency 
profitabie? 

Owning  an  energy  efficient 
house  can  make  you  money. 
Conservation  features  can 
more  than  pay  for  themselves 
through  reduced  energy 
costs,  giving  you  a handsome 
rate  of  return  on  your  initial 
investment.  And  the  money 
you  save  on  energy  is  tax- 
free.  The  same  holds  true 
when  you  buy  an  energy  effi- 
cient house.  The  graph  (right) 
illustrates  the  potential  return 
on  investing  an  additional 
$200  down  payment  in  a house 
with  $ 1 ,000  worth  of  energy- 
saving features. 


E>r  more  detaiis  on  these 
and  other  conservation  in- 
vestment tips,  write  the 
Alliance  to  Save  Energy. 

Return  the  coupon  below  and 
you’ll  receive  Your  Home 
Energy  Portfolio,  a compre- 
hensive guide  to  conservation 
investment  opportunities  in 
your  own  home.  If  you’re 
looking  for  a great  invest- 
ment, there’s  no  place  like 
home. 
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“We  saved  for  the  tax  collector  more  wages  not 
lost  to  permanent  disability  and  death  than  any  other 
industry  or  group  of  industries  can  claim  as  its  total 
contribution  to  our  schools,  fire  and  police  depart- 
ments and  all  other  community  services. 

“We  prevented  hundreds  of  women  and  children 
from  becoming  widows  and  orphans,  returning  their 
breadwinners  to  them  so  they  could  continue  to  be 
concerned  with  the  high  cost  of  clothes,  cars  and 
television  sets; 

“We  saved  for  the  betterment  of  the  community 
thousands  of  man/years  of  experienced  leadership 
that  would  have  otherwise  been  lost  for  all  time. 

“While  we  are  not  in  the  entertainment  business, 
we  brought  more  joy  and  laughter  than  any  network 
or  movie  producer  by  preventing  premature  death, 
thwarting  disease,  relieving  the  crippling  effects  of 
accident,  restoring  broken  bodies. 

‘ ‘You  ask  why  we  have  become  such  a large  part  of 
the  Gross  National  Product?  Because  we  are  a 
growth  industry,  future  unlimited,  dealing  in  every 
human  emotion,  commodity  and  service.  We  didn’t 
name  ourselves  ‘the  Health  Care  Industry.’ 
Washington  did  that.  But  we  proudly  accept  our  role 
as  the  greatest  of  all  industries,  with  unsurpassed 


productivity  and  efficiency  and  the  highest  quality 
control  in  the  history  of  this  planet. 

“We  are  the  health  care  industry,  turning  out 
healthy  children,  adults  with  life  expectancy  length- 
ened every  year.  Our  Value  Added  has  no  challenger 
in  the  industrial  world.  Our  worker  productivity 
cannot  be  matched,  even  by  the  Japanese. 

“Our  product  is  the  best  in  the  world,  and  the 
least  expensive  when  the  balance  sheet  is  fairly  pre- 
sented. 

“And  our  product  is  the  one  thing  you  can’t  live 
without.’’ 

Too  crude?  Maybe.  On  the  other  hand,  haven’t  we 
been  crudely  used  for  too  long  by  government  and 
industry  as  the  worst  examples  of  industrial  inefficien- 
cy? I for  one  am  ready  to  fight  back,  even  if  it  means 
billboards  like  this  one.  I have  heard  a lot  of  talk  about 
marketing.  What  is  wrong  with  marketing  our  success 
story,  the  greatest  in  the  history  of  the  world? 


If  there  are  problems 
and  there  is  drinking, 
drinking  may  be  the  problem 
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Cicatrizing  Pleuritis  with  Rounded 
Atelectasis  Associated  with 
Asbestos  Exposure 

Myung  S.  Shin,  M.D.* 

Kang-Jey  Ho,  M.D.,  Ph.D.t 
and 

Nicholas  J.  Sears,  M.D.t 


Two  cases  of  rounded  atelectasis  associated 
with  pleural  asbestosis  are  selected  to  demon- 
strate the  characteristic  radiographic  and  com- 
puted tomographic  features  and  the 
pathogenesis  of  its  formation.  The  radio- 
graphic  and  computed  tomographic  features  of 
a pleura-based,  rounded  lung  mass  with  comet 
tail  sign,  associated  with  a pleural  plaque,  in 
the  lower  half  of  the  lung  are  specific  for  its 
diagnosis.  A past  history  of  asbestos  exposure  is 
also  contributory.  The  lesion  is  usually  static 
and  needs  only  regular  checkup  to  assure  its 
benignity. 


Rounded  atelectasis,  a unique,  benign,  tumor-like 
lesion  of  the  lung,  was  described  first  by  Roche  et 
al*  in  1956,  followed  by  Blesovsky^  in  1966  and 
Hanke^  in  1971.  It  was,  however,  not  until  1980  that 
the  description  of  this  lesion  started  to  appear  in  the 
U.S.  literature. Rounded  atelectasis  is  clinically 
innocuous,  usually  asymptomatic,  and  stationary  over 
a long  period  of  time.  It  interferes  very  little  with  the 
respiratory  function  and  requires  no  special  therapeutic 
measures  except  for  regular  checkup.  Despite  repeated 

Reprint  requests  to  Dr.  Myung  S.  Shin,  Department  of  Diagnostic  Radiology, 
University  of  Alabama  Hospitals,  Birmingham,  Alabama  35233. 

From  the  Departments  of  Diagnostic  Radiology*,  Pathology t and  Cardiovascular 
Surgeryt,  School  of  Medicine,  University  of  Alabama  in  Birmingham  and  Veterans 
Administration  Hospital,  Birmingham,  Alabama. 
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emphasis  and  assurance  of  its  benignity,  unnecessary 
exploratory  thoracotomy  has  often  been  performed, 
only  to  find  pleural  fibrous  scar  with  focal  atelectasis  of 
the  lung.  We  have  selected  two  of  our  most  recent  cases 
of  rounded  atelectasis  associated  with  fibrous  pleural 
plaque  to  stress  the  importance  of  recognition  of  such  a 
benign  lesion,  its  conventional  radiographic  and  com- 
puted tomographic  (CT)  characteristics,  and  the  under- 
standing of  the  pathogenesis  of  its  formation. 

CASE  REPORTS 
Case  No.  1 

A 48-year-old  man  had  worked  in  an  asbestos  mill- 
ing work  for  nine  years  until  three  years  ago  when  he 
was  told  that  “spots”  were  found  in  his  chest  radio- 
gram. Since  six  months  prior  to  admission  he  has  been 
complaining  of  gurgling  in  the  right  thorax  that  feels 
like  pressure  when  in  the  left  lateral  decubitus  and 
supine  positions.  The  admission  workup  showed  nor- 
mal pulmonary  function  tests  and  negative  bronchos- 
copy, thoracocentesis,  and  cytology.  The  chest 
radiography  revealed  an  area  of  diffuse  opacity  in  the 
left  lower  chest  with  a round  lesion  in  the  left  mid-lung 
zone  and  blunt  left  costophrenic  angle  (Fig.  1).  A CT 
revealed  a large  visceral  pleural  plaque  in  the  antero- 
lateral aspect  of  the  left  lower  lung  and  an  irregular, 
radiopaque  mass  sitting  on  top  of  the  pleural  plaque 
(Fig.  2).  The  acute  angle  between  the  mass  and  the 
pleural  plaque  indicated  the  intrapulmonary  location  of 


Figure  I . Posteroanterior  view  of  chest  radiography  of  case  No. 
I revealing  an  area  of  diffuse  opacity  in  the  left  lower  chest  with  a 
round  opacity  in  the  mid-lung  zone. 


the  mass.  The  exact  location  of  the  mass  was  apparently 
in  the  inferior  lingular  segment  of  the  left  upper  lobe 
because  the  mass  was  located  immediately  next  to  the 
thickened  major  fissure  of  the  left  lung  (Fig.  2).  On  the 
lung  window  settings,  a sheaf  of  bronchial  tree  and 
vasculature  seemed  to  be  pulled  directly  from  the  hilum 
toward  this  pleura-based  mass  (Fig.  3)  which  could  not 
be  appreciated  in  the  mediastinal  window  setting  (Fig. 
2).  A percutaneous  needle  biopsy  of  the  pleural  plaque 
and  the  lung  mass  revealed  dense  fibrous  tissue  with 
chronic  inflammatory  cell  infiltrate  but  no  evidence  of 
malignancy.  An  exploratory  thoracotomy  for  open  lung 
biopsy  thus  ensued. 

Upon  opening  of  the  left  chest  cavity  and  separations 
of  focal  fibrous  adhesions  between  the  visceral  and 
parietal  pleuras,  a glistening  white  fibrous  plaque  was 
found  covering  the  lingular  division  of  the  left  upper 
lobe  and  the  adjacent  left  lower  lobe.  After  dividing  the 
major  fissure  to  separate  the  adherent  upper  and  lower 
lobes,  a wedge  biopsy  of  the  inferior  lingular  segment 
was  performed.  The  frozen  and  permanent  sections 
revealed  atelectatic  lung  tissue  and  marked  thickened 
pleura  with  no  evidence  of  malignancy  (Fig.  4). 

Case  No.  2 

A 62-year-old  man,  who  had  a history  of  exposure  to 
asbestos  for  1 6 years  from  1 944  to  1 960  by  working  in  a 
navy  boiler  room,  started  to  suffer  from  dyspnea  on 
exertion  and  a non-productive  cough  in  mid  1970’s.  At 
that  time  he  was  told  he  had  asbestosis.  He  also  de- 
veloped ischemic  heart  disease  which  required  coro- 
nary bypass  in  1979.  He  was  referred  to  Veterans 
Administration  Hospital  here  for  evaluation  of  a lung 
mass  recently  discovered  on  a chest  radiography. 
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Figure  2.  Thoracic  CT  of  case  No.  1 revealing  an  irregular, 
radiopaque  mass  associated  with  a pleural  plaque  in  the  antero- 
lateral aspect  of  the  left  lower  lung  (left)  which  is  also  associated 
with  fibrous  thickening  of  the  major  fissure  (right). 

The  admission  chest  radiography  revealed  small 
linear  opacities  in  both  lungs,  multiple  pleural  plaques 
with  or  without  calcification  in  the  lower  half  of  both 
lungs,  and  a round  mass  in  the  left  lower,  posterior 
mediastinum  behind  the  heart  (Fig.  5).  The  extent  of 
the  pleural  disease  was  best  determined  with  CT  (Fig. 
6).  A large  fibrous  plaque  with  a peripheral  rim  of 
calcification  was  present  in  the  left  costovertebral  angle 
and  a more  or  less  round  opaque  lung  mass  was  im- 
mediately adjacent  to  it  (Fig.  6).  On  the  lung  window 
setting  of  CT,  a pleat  of  vasculature  and  bronchial  tree 
curving  from  the  hilum  toward  the  lower  pole  of  the 
rounded  mass  was  easily  visualized  (Fig.  7).  Needle 
biopsy  of  the  lesion  revealed  only  dense  fibrous  tissue. 
A posterolateral  thoracotomy  was  then  carried  out. 
Multiple  calcified  plaques  were  identified  in  both 
parietal  and  visceral  pleura  including  the  diaphragm 
and  pericardium.  The  lung  was  stuck  posteroinferiorly 
to  the  calcified  plaque  in  the  parietal  pleura.  After 
separation  of  such  adhesions,  a visceral  pleural  plaque 
was  easily  palpable  along  the  lateroposterior  portion  of 
the  left  lower  lobe,  involving  primarily  the  collapsed 
lateral  basal  segment.  A wide  incisional  biopsy  re- 
vealed pleural  fibrous  plaque  and  atelectatic  lung  with 
no  evidence  of  malignancy  similar  to  the  findings  in 
case  No.  1 (Fig.  4). 


Figured.  Lung  window  setting  of  the  same  CT  in  Fig.  2 revealing 
sheaf  of  bronchial  tree  and  vasculature  pulling  from  the  hilum 
directly  toward  the  atelectatic  lung  (left)  and  thickened  major 
fissure  (right). 


The  pulmonary  mass  described  in  this  report  has 
been  designated  as  atelectasies  parcellaires,'  the  folded 
lung,^  round  or  rounded  atelectasis,^  *’  Blesov- 
sky’s  syndrome,*^  pulmonary  pseudotumor, and 
shrinking  pleuritis  with  atelectasis.^  Although  the  mass 
is,  more  or  less,  round  on  the  conventional  radiogra- 
phy, it  can  be  irregular  in  shape,  particularly  on  CT  as 
demonstrated  in  case  No.  1 (Fig.  2).  Nevertheless,  the 
mass  tends  to  have  a curved  outline  on  the  radiography, 
rounded,  instead  of  round,  atelectasis  seems  to  be  a 
more  appropriate  term  for  this  lesion."^ 

Rounded  atelectasis  has  been  associated  with  tuber- 
culous pleurisy  and  pneumothorax  therapy  for  pulmo- 
nary tuberculosis . * ’ ^ The  great  majority  of  the  reported 
cases  including  the  present  two  cases  have  a past  his- 
tory of  asbestos  exposure.  Pleural  fibrous  plaques  and 
effusions  are  commonly  present  in  patients  chronically 
exposed  to  asbestos.  During  World  War  II  more  than 
2 million  people  were  employed  in  U.S.  Navy  ship- 
yards, and  because  of  the  long  interval  (20  to  30  years) 
between  exposure  and  the  development  of  disease, 
many  of  these  individuals  have  only  recently  come  to 
medical  attention.  This  is  probably  the  major  reason 
why  the  rounded  atelectasis  has  been  recognized  more 
frequently  in  this  country  during  the  past  three  or  four 
years.  Those  persons  involved  in  asbestos  mining  or 
milling,  insulation  work,  demolition  of  old  buildings, 
construction,  and  production  of  asbestos  cement  are 
likely  candidates  for  such  a lesion.'^ 


Figure  4.  Biopsy  specimen  of  the  lung  lesion  in  case  No.  1 
revealing  thick  fibrosis  of  the  visceral  pleura  and  atelectasis  of  the 
lung  (H E original  magnification  X 8). 

The  conventional  radiographic  characteristics  of  the 
rounded  atelectasis  from  these  two  and  other  reported 
cases  are  summarized  below:  a pleura-based,  more  or 
less  round  mass,  2 to  7 cm  in  diameter,  with  curved 
outline,  in  the  lower  half  of  both  lungs.  The  mass  is 
intrapulmonary  because  of  the  acute  angle  between  the 
pleura  and  the  mass.  The  pleura  underneath  the  mass  is 
always  thickened.  The  interlobar  fissures  are  also 
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CT  by  far  is  the  best  modality  for  evaluation  of  the 
pleural  disease  and  its  associated  lesions,  namely 
rounded  atelectasis  as  demonstrated  in  the  present  two 
cases.  To  date,  only  few  CT  studies  of  the  rounded 
atelectasis  have  been  reported. " The  CT  clearly 
delineates  the  rounded  atelectasis  and  its  relation  to  the 
pleural  plaque.  In  addition,  our  findings  indicated  that 
the  atelectatic  lung  can  be  irregular  in  shape  instead  of 
round  and  the  sheaf  of  bronchial  tree  and  vasculature 
can  be  pulled  directly  toward  the  atelectatic  lung  in- 
stead of  curving  around  it.  Such  straight  or  curved 
comet  tail  sign  is  best  seen  in  the  lung  window  setting 
on  CT  (Fig.  3 and  7). 

The  pathogenesis  of  the  formation  of  rounded 
atelectasis  seems  to  be  fairly  straightforward.  The  ini- 
tial lesion  is  pleuritis  with  subsequent  localized  pleural 
fibrosis  and  plaque  formation.  Adhesions  between  the 
visceral  and  parietal  pleural  plaques  are  commonly 
seen.  The  lung  is  then  fixed  to  the  chest  wall.  The 
contraction  of  the  maturing  fibrous  tissue  in  the  pleural 
plaques  pulls  together  the  portion  of  the  lung  tissue 
covered  by  the  plaque  and  limits  its  expansivity.  Dis- 
tortion of  the  lung  tissue  by  the  contraction  force  asym- 
metrical to  the  normal  segmental  structure  results  in 
folding  of  the  lung  and  twisting  of  bronchial  tree  and 
vasculature  (the  comet  tail  sign).  Atelectasis  develops 
when  the  twisting  and  kinking  of  the  bronchial  tree 


usually  thickened  and  curved  toward  the  atelectatic 
lung  mass.  Interposition  of  lung  between  the  mass  and 
diaphragm  is  often  present.  The  most  unique  and 
pathognomonic  feature  is  the  comet  tail  sign:  curvi- 
linear shadows  extending  from  the  lower  border  of  the 
mass  toward  the  hilum.  The  comet  tail  sign  is,  howev- 
er, not  always  present  on  the  routine  chest  radiogram. 
Since  the  curvilinear  shadows  are  composed  of  a sheaf 
or  pleat  of  bronchial  branches  and  vasculature,  the  sign 
can  be  exaggerated  by  bronchography. 


Figure  5.  Chest  radiography  in  case  No.  2 revealing  multiple 
calcified  pleural  plaques  involving  also  the  left  hemidiaphragm  and 
a round  mass  in  the  left  lower  posterior  mediastinum  (arrows). 
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Figure  6.  Thoracic  CT  in  case  No.  2 revealing,  in  addition  to 
multiple  calcified  pleural  plaques,  a round  mass  (arrows)  in  the 
posteromedial  aspect  of  left  lower  lobe  sitting  on  top  of  a large 
pleural  plaque  with  a peripheral  rim  of  calcification. 

results  in  obstruction  of  its  lumen.  The  pulmonary 
interstitial  fibrous  associated  with  asbestosis  can  also 
contribute  to  the  rigidity  of  the  lung  parenchyma  and 
renders  the  lung  more  susceptible  to  atelectasis. 

Since  pleura  plaque  and  rounded  atelectasis  per  se 
are  not  associated  with  pulmonary  function  abnormali- 
ties, these  lesions  are  best  left  alone  with  only  regular 
checkup  to  assure  the  benign  nature  of  the  mass.  The 
rounded  atelectasis  is  usually  static  over  a period  of 
years  or  decades.  Spontaneous  relief  of  atelectasis  has 
been  reported.^  However,  recurrence  of  the  lesion  after 
surgical  removal  of  the  pleural  plaque  has  also  been 
noted. The  conventional  radiography  and  the  CT 
should  be  specific  enough  to  differentiate  a rounded 
atelectasis  from  a peripheral  lung  neoplasm,  excluding 
the  necessity  of  an  exploratory  thoracotomy. 

CONCLUSION 

Two  cases  of  rounded  atelectasis  caused  by  pleural 
asbestosis  are  presented  with  characteristic  radio- 
graphic  features,  computed  tomographic  findings  and 
its  pathogenesis.  Conventional  radiography  and  CT 


study  should  be  adequate  in  the  differentiation  of 
rounded  atelectasis  and  peripheral  lung  neoplasm,  and 
thus  eliminate  unnecessary  exploratory  thoracotomy. 


Figure  7.  Lung  window  setting  of  the  same  CT  in  Fig.  6 revealing 
a pleat  of  bronchial  tree  and  vasculature  curving  from  the  left  hilum 
toward  the  lower  pole  of  the  round  mass  posteriorly,  a classic  comet 
tail  sign. 
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Adenocarcinoma  of  the  Colon  in 
Young  Patients:  An  Analysis 

Stephen  G.  Lauten,  M.D.t 


Colorectal  cancer  is  the  second  most  frequent  malig- 
nancy-related cause  of  death  in  the  United  States. 
It  occurs  most  commonly  over  the  age  of  60  but  may 
develop  in  much  younger  patients.  This  retrospective 
analysis  is  meant  to  emphasize  the  importance  of  con- 
sidering tumors  of  the  colon  in  the  young  as  well  as  the 
old. 

Materials  and  Methods 

A review  of  1 ,0 1 3 patients  admitted  with  a diagnosis 
of  adenocarcinoma  of  the  colon  at  all  area  Mobile, 
Alabama,  hospitals  was  done.*  Admissions  were  lim- 
ited to  a five  year  period  from  January  1,  1979,  to 
January  1,  1984.  All  others  were  excluded. 

All  patients  under  the  age  of  40  (a  total  of  21)  were 
then  analyzed.  Sixteen  (16)  were  white,  five  (5)  were 
black.  Twelve  (12)  were  female  and  nine  (9)  were 
male.  They  were  evaluated  for  presenting  symptoms, 
Duke’s  stage  at  time  of  diagnosis,  location  of  tumor, 
modality  of  treatment  and  current  follow-up.  None  of 
the  patients  had  inflammatory  bowel  disease  (chronic 
ulcerative  colitis  or  Crohn’s  disease)  and  none  had 
multiple  polyposis. 

Findings 

The  mean  age  of  the  patients  was  28.7  years.  One 
patient  was  below  the  age  of  20;  ten  (10)  were  between 
20  and  30  and  ten  (10)  were  between  30  and  40. 

Three  (3)  patients  had  a mucin-producing  adenocar- 
cinoma (14%)  and  one  patient  had  a villoglandular 

* Doctors  Hospital.  Mobile  Infirmary,  North  Mobile  Community  Hospital.  Provi- 
dence Hospital.  Springhill  Memorial  Hospital.  University  of  South  Alabama  Medical 
Center  and  Knoll  wood  Park  Hospital. 

■f  266  So.  McGregor  Ave..  Mobile.  Alabama  36608.  Internal  Medicine  (General- 
ist), Volunteer  Faculty  University  of  South  Alabama  School  of  Medicine.  Clinical 
Assistant  Professor,  Department  of  Medicine. 


adenomatous  polyp  with  degeneration  into  adenocarci- 
noma of  the  colon.  The  mucin-producing  tumors 
tended  to  have  a more  abrupt  onset  of  symptoms,  short- 
er duration  of  symptoms  prior  to  seeking  medical  atten- 
tion and  more  advanced  disease  than  the  others.  18/21 
patients  (86%)  had  non-mucin-producing  adenocarci- 
noma of  the  colon,  either  well-differentiated,  mod- 
erately well-differentiated  or  poorly  differentiated. 

Of  the  mucin-producing  tumors,  one  presented  with 
colonic  obstructive  symptoms  and  metastatic  disease  to 
the  omentum  and  ovaries  and  another  presented  with 
osseous  metastatic  disease  and  non-specific  back  pain. 
They  tended  to  be  younger  with  an  average  age  of  21 
(range  16->24).  8/21  (38%)  presented  with  bloody 
diarrhea.  Other  major  symptoms  included  constipa- 
tion, abdominal  pain,  and  weight  loss.  Two  patients 
were  anemic  (hemoglobin  less  than  10  or  hematocrit 
less  than  30).  None  of  the  patients  were  asymptomatic. 
See  Table  1 . 

Staging  was  assessed  by  the  Duke’s  classification. 
(Table  2.)  None  of  the  patients  were  stage  A and  most 
were  Cl,  C2  or  D.  Metastases  at  the  time  of  initial 
diagnosis  were  found  in  the  liver  (2),  ovaries  (2),  lung 
(1)  and  bone  marrow  (1). 


TABLE  1 
Initial  Symptoms 


Symptom 

Number 

Per  Cent 

Bleeding 

10 

48 

Constipation 

4 

19 

Diarrhea 

8 

38 

Abdominal  Pain 

12 

57 

Weight  Loss 

6 

29 
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Low  back  pain 
magnified  by  anxiety 


The  perception  of  pain  from  a musculoskeletal 
injury  is  often  accompanied  by  tension  and/or 
anxiety. 

Equagesic*  relieves  both  the  pain  of  musculo- 
skeletal disorders  and  the  anxiety  that  magnifies 
the  perception  of  such  pain. ..with  a single 
prescription. 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 


Wyeth  Laboratories 

■ Philadelphia,  Pa  19101 


Lii 


See  Important  Information  on  next  page. 


For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 

An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


Equagesic " 

(meprobamate  with  aspirin) e Wyeth 

(BRIEF  SUMMARY) 

DESCRIPTION; 

Each  tablet  contains  200  mg  meprobamate  and 

325  mg  aspirin 

INDICATIONS; 

Adjunct  in  short-term  treatment  of  pain  accom- 
panied by  tension  and'or  anxiety  in  patients 
wrth  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pam  IS  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use,  ■ e over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS; 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 
MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compourtds,  e g cansoprodol, 
mebutamate.  or  carbromal 
WARNINGS; 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  wrth  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia.  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  life-threatening 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chronic  inioxtcalion  from 
prolonged  ingestion  of.  usually,  greater  than 
recommer>ded  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  in  alcohol- 
ics ar>d  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g . driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  Increased  risk  of  congenital  malforma- 
tions associated  with  minor  tranquilizers 
(meprobamate,  chlordlazepoxlde,  end 
diazepam)  during  first  trimester  of  preg- 
nancy. has  been  suggested  In  several  stud- 
ies. Because  use  of  these  drugs  Is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  Institution  of  therapy  should  be  consid- 
ered. Advise  patients  If  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  Is  present  both  In  umblllcal-cord  blood  at 
or  near  maternal  plasma  levels  end  In 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  Is  con- 
templated In  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels. 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic® 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS: 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and/or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
Its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients  It 
should  be  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions. including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syiKope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae,  ecchymoses.  eosi- 
nophilia.  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  can- 
soprodol.  and  cross-sensitivity  between  mepro- 
bamate/mebutamate  and  meprobamaie- 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm,  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  'ALLERGIC  OR 
IDIOSYNCRATIC’)  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphync  symptoms 
DOSAGE  AND  ADMINISTRATION; 

Usual  dose  is  one  or  two  (ablets.  3 to  4 times 
daily  as  needed  for  relief  of  pam  wnen  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  (or  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombinemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS; 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  mild-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  piercent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap 
idly  and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  m 
removing  both  aspirin  and  meprobamate 
Alkaiinization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out 
put  IS  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 

Scored  tablets,  bottles  of  100.  Redipak®  strip 
pack  25  $.  Redipak®  unit  dose  100  s.  individ- 
ually wrapped 
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TABLE  2 


Duke’s  Classification 

Number 

Per  Cent 

A (Limited  to  mucosa  or 
submucosa) 

0 

0 

Bi  (Limited  to  no  deeper 
than  muscularis  propria) 

1 

5 

B2  (Limited  to  no  deeper  than 
Serosa  or  Perirectal  fat) 

2 

10 

Cl  (^4  Nodes  positive  for 
tumor) 

7 

33 

C2  (>  4 Nodes  Positive  for 
tumor) 

5 

24 

D (Distant  metastases) 

6 

29 

The  mean  duration  of  symptoms  was  six  (6)  months 
with  a range  of  2 weeks 18  months.  The  breakdown 
of  location  can  be  seen  in  Figure  1 . Adenocarcinoma  of 
the  descending  colon  (especially  in  the  rectosigmoid) 
was  the  most  common  site  of  origin.  The  locations  of 
the  tumors  parallel  the  older,  more  adult  population. 
Lesions  of  the  left  colon  tended  to  present  with  a more 
advanced  stage  and  a poorer  prognosis.  All  of  the 
mucin-producing  tumors  occurred  in  the  rectosigmoid. 
Lesions  of  the  right  colon  and  transverse  colon  pre- 
sented with  a less  advanced  stage.  They  were  more 
difficult  to  diagnose  and  2/4  (50%)  required  re- 
exploration to  diagnose  malignancy. 


Figure  I 

All  but  one  of  the  patients  underwent  surgery.  Four 
(4)  patients  received  surgery  alone,  two  (2)  patients 
received  surgery  and  radiation,  four  (4)  received 
surgery,  radiation  and  chemotherapy  while  the  major- 
ity (10/21)  had  surgery  and  chemotherapy. 

Four  of  the  patients  (19%)  have  expired  and  17 
(81%)  are  still  living.  Two  of  the  deaths  occurred 
shortly  after  definitive  diagnosis  was  established  and 
occurred  in  the  hospital  setting. 

Conclusion 

Adenocarcinoma  of  the  colon  and  rectum  in  patients 
less  than  40  years  of  age  accounted  for  2.1%  of  all 
adenocarcinomas  of  the  colon  and  rectum  seen  in 
Mobile  County  hospitals  during  the  period  studied. 

The  cardinal  symptoms  of  diarrhea  or  constipation, 
rectal  bleeding  and  abdominal  pain  must  not  be  casual- 


ly regarded.  After  significant  weight  loss,  anemia  and 
prolonged  duration  of  other  symptoms,  the  prognosis  is 
poor,  although  mucin-producing  tumors  are  even  more 
ominous. 

Malignancy  should  always  be  considered  in  the  dif- 
ferential diagnosis  of  rectal  bleeding  in  young  adults 
and  bothersome  gastrointestinal  symptoms  demand  the 
same  therapeutic  investigational  plans  (stool  for  blood 
with  rectal  exam,  proctosigmoidoscopy,  barium  ene- 
ma, etc.)  as  in  the  elderly  population. 
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Alternative  Care  Systems: 
A Commentary* 

Peter  W.  Morris,  M.D.t 


The  wind  bloweth  where  it  listeth,  and  thou  hearest 
the  sound  thereof,  but  const  not  tell  whence  it  cometh, 
and  whither  it  goest.  . . . 

— John  3:8 

Alabama  physicians,  like  John,  know  the  winds  of 
. change  are  upon  them,  but  they  do  not  know 
whither  they  blowest. 

Alternative  care  systems,  in  earlier  incarnations, 
have  been  around  for  a long  time,  certainly  since  the 
early  1900s,  if  one  counts  medical  care  foundations. 
Not  until  1983,  however,  did  the  federal  government, 
in  its  infinite  wisdom,  produce  the  pressure  that  gener- 
ated the  rush  to  create  all  manner  of  new  marketplace 
prostheses. 

It  may  be  instructive  to  go  back  a few  years  to  review 
the  conventional  economic  wisdom  that  was  the  back- 
ground against  which  the  New  Order  has  been  so  hasti- 
ly built.  The  medical  marketplace,  just  about  every- 
body was  saying,  represented  an  inversion  of  classical 
economic  theory.  If  competition  increased  by  expand- 
ing the  number  of  providers,  prices  should  go  down. 
But  in  the  perversity  of  the  medical  marketplace,  they 
go  up.  Similarly,  the  theory  of  Economies  of  Scale 
should  mean,  the  high-domed  economists  said,  that 
increased  volume  brings  unit  costs  down.  Instead,  they 
skyrocketed. 

The  medical  marketplace  simply  refused  to  comport 
with  any  economic  model.  When  GMENAC  predicted 
a physician  surplus,  those  untaught  in  the  perversities 
of  the  medical  marketplace  said  that  when  the  supply  of 
seiwices  is  greater  than  the  demand,  prices  would  fall. 
The  topsy-turvy  theory  of  the  medical  economics  said 

* Reprinted  with  permission  from  the  Alabama  Journal  of  Medical  Sciences. 
Volume  21.  Number  3.  page  300. 

f In  private  practice.  Internal  Medicine  and  Hematology.  909  S.  18th  St..  Birming- 
ham. AL  35256. 
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they  would  rise  still  higher,  since  everything  is  reversed 
in  this  world  of  Alice  Beyond  the  Looking  Glass. 

When  the  alarmed  business  community  began  close- 
ly studying  the  health  care  they  were  buying  for  their 
employees,  when  they  understood  that  all  the  usual 
economic  laws  are  either  suspended  or  reversed,  they 
too,  in  common  with  the  federal  government,  began  to 
think  of  price  control. 

Alternative  systems,  whether  favored  by  govern- 
ment or  industry,  whether  created  by  actuaries,  third 
party  payors  or  physicians,  mean  price  control  by  def- 
inition. Implicit  in  all  of  them  are  these  ideas:  avoid 
hospitals  wherever  possible,  by  preadmission  certifica- 
tion, by  inducements  to  preventive  medicine,  by  im- 
posing hospital  stay  norms  through  DRG,  by  whatever 
device.  The  first  desideratum  is  to  avoid  hospitals,  if 
possible,  and  to  curtail  use  when  avoidance  is  impossi- 
ble. 

Another  common  denominator  in  alternative  care 
systems,  including  those  with  hospital  contracts,  is  a 
discount  in  some  form.  The  physician  is  asked  to  re- 
duce fees,  to  accept  the  concept  of  a ceiling  on  fees 
(usually  less  than  actual  charges),  to  agree  to  a sched- 
ule, or  several  of  these  in  combination.  In  short,  he  is 
being  asked,  under  duress,  to  cut  his  prices.  So  is  the 
hospital.  Those  third  party  payors,  or  their  agents,  with 
the  most  market  leverage,  the  most  clout,  can  often  get 
the  best  deal. 

Assume,  for  the  sake  of  argument,  that  hospitals  can 
squeeze  a little  out  of  their  present  charges  without 
going  into  the  red  or  seriously  compromising  quality.  A 
little,  I said.  Many  payors  are  demanding  a lot,  just  as 
the  government  has  been  demanding  special  considera- 
tions for  its  patients. 

Until  recently,  it  was  possible  to  shift  Medicare  costs 
to  other  payors.  Now  it  is  these  very  other  payors  who 


are  themselves  demanding  what  can  only  result  in  more 
cost  shifting.  Since  the  free  lunch  has  been  pretty  well 
proven  to  be  nonexistent,  what  is  going  to  happen  if 
every  payor  demands  price  concessions  and  no  one  is 
left  to  shift  these  costs  onto?  The  United  States  may 
now  be  at  that  point.  If  a hospital,  to  meet  its  competi- 
tion, grants  concessions  and  runs  out  of  shiftees,  noth- 
ing is  left  to  do  but  go  out  of  business.  Some  experts  are 
saying  some  hospital  failures  will  be  inevitable  in  any 
case.  It  seems  just  as  likely  that,  if  there  is  a physician 
surplus,  some  physicians  may  go  out  of  business  as 
well . 

Suppose  these  closings  do  occur,  and  the  medical 
marketplace  then  begins  acting  like  the  classical  mar- 
ketplace. Demand  continues  to  rise  while  supply  falls. 
Isn’t  it  just  possible  that  the  same  thing  will  happen  as 
happens  in  the  cattle  market,  in  the  real  estate  business, 
and  in  general  retailing  when  there  are  too  many  dollars 
chasing  too  few  goods?  That  is  the  classic  definition  of 
inflation,  and  it  is  far  more  likely  to  be  the  macro- 
economic  result,  over  time,  than  the  aggregate  of  the 
micro-economic  savings,  here  and  there,  by  each  payor 
concerned  primarily  with  immediate  price. 

A leading  health  cost  specialist,  writing  in  the  Har- 
vard Business  Review  of  January/February  1984,  pre- 
dicts just  this,  and  more.  Richard  H.  Egdahl,  M.D., 
director  of  the  Boston  University  Medical  Center,  says 
that  alternative  care  systems,  designed  to  save  money, 
will  ultimately  increase  costs  because  they  simply  ex- 
pand the  system.  The  system  must  contract,  he  says,  if 
industry  and  government  are  to  realize  a reduction  in 
price.  “Costs,  both  fixed  and  variable,  associated  with 
unused  capacity  must  be  removed  from  the  system 
rather  than  built  into  the  price  of  the  remaining  services 
delivered,”  he  writes. 

' Egdahl  finds  that  many  of  the  alternative  delivery 
1 systems  appear,  at  first,  to  result  in  savings  but  actually 
1 do  not.  Ambulatory  surgical  facilities  offer  an  exam- 
L pie.  Although  he  concedes  that  20  to  40  percent  of  the 
' surgical  procedures  traditionally  performed  in  hospitals 
I can  be  done  safely  in  ambulatory  facilities,  where  they 
i have  been  in  place  for  a time,  this  reduction  in  inpatient 
\ procedures  has  not  occurred.  There  are  several  reasons: 
I (1)  the  considerable  variability  in  the  use  of  elective 
\ surgery;  (2)  a surplus  of  surgeon  specialists  in  many 
■ metropolitan  areas  where,  according  to  studies,  a direct 
I correlation  exists  between  the  number  of  surgeons  and 
the  number  of  surgical  procedures  performed;  (3)  an 
increase  in  the  rate  of  hospital  operations  as  well  as 
i ambulatory  surgery  on  a per  capita  basis;  (4)  physician 
' I competition,  which  has  led  to  successful  marketing 
' techniques  from  that  of  increasing  “the  public’s  desire 
^ for  elective  surgery.” 

5 . Additionally,  Egdahl  says,  some  hospitals  have 
‘ , established  outpatient  surgical  programs,  but  these 
: have  not  “decreased  inpatient  surgical  capacity.”  On 
the  contrary,  “net  increases  in  surgical  volume  (and 
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overall  expense)  have  often  been  the  result.” 

What  all  this  means,  Egdahl  says,  “is  that  the  saving 
from  carrying  out  ambulatory  surgery  must  depend  on 
some  kind  of  overall  community  agreement  about 
limiting  total  surgical  volume,  and  that  agreement 
simply  does  not  exist.”  The  alternative  systems  result 
in  expanding  the  system,  not  shrinking  it,  and  also 
result  in  enhancing  demand  instead  of  bringing  it  down. 
Unit  prices  may  look  great,  but  the  bottom  line  keeps 
swelling. 

Industry,  Egdahl  says,  has  succeeded  in  many  com- 
munities in  reducing  admissions,  length  of  stay,  and 
unit  cost.  But  with  what  result?  The  average  cost  per 
hospital  day  goes  up  and  hospital  capacity  is  freed  for 
other  patients.  Hospitals,  like  nature,  abhor  vacuums, 
and  somehow  that  capacity  will  be  used.  The  hospital’s 
first  duty,  like  any  institution,  is  survival. 

“Thus,”  he  says,  “while  a company  may  reduce  its 
costs  for  the  particular  patient  served,  unless  there  is 
programmed  shrinkage  of  hospital  capacity  and  related 
staffing  costs,  there  will  be  no  system  savings  and 
probably  a cost  increase  for  the  community.”  Once 
again,  that  company  has  simply  muscled  a cost  shift  to 
somebody  else,  and  the  somebody-elses  are  getting 
fewer  and  fewer. 

Lab  tests  are  another  quandary,  he  writes.  Reducing 
lab  tests  without  “reducing  laboratory  staff  and  equip- 
ment purchases  will  not  result  in  savings  and  may  result 
in  increases  to  the  rest  of  the  community.” 

These  and  other  actions  by  government  or  corpora- 
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tions  do  not  result  in  overall  savings.  Support  for  health 
planning  initiatives,  such  as  rate  setting  and  capital 
expenditure  constraints;  competition,  such  as  that  pro- 
vided by  HMOs  and  PPOs;  redesigned  health  plans; 
individual  cost-management  programs,  such  as  second 
surgical  opinions;  bonuses  to  employees  for  not  using 
health  benefits;  and  analysis  and  negotiation  of  large 
and  potentially  excessive  insurance  claims  will  not 
create  community'  cost  savings. 

What  will?  Nothing,  Egdahl  believes,  but  draconian 
methods  similar  to  a controversial  law  passed  in  Mas- 
sachusetts in  1982,  which  simply  froze  hospital 
budgets  at  levels  that  forced  hospital  layoffs,  forced 
deferral  of  maintenance,  and  reduced  new  hospital 
programs. 

What  this  theory  means  nationally,  and  Egdahl 
seems  to  believe  there  is  no  other  way,  is  that  a lot  of 
hospitals,  doctors,  nurses,  administrators  and  others 
will  have  to  be  forced  out  of  business. 

Then  what?  What  usually  happens  after  such  freezes 
is  that  pent-up  demand  finally  blows  off  the  constraints, 
one  way  or  another,  and  the  resulting  expansion  creates 
inflationary  cost  add-ons  that  not  only  erase  whatever 
savings  might  have  been  but  also  dramatically  increase 
costs  over  time. 

Alabama  State  Health  Officer,  Dr.  Ira  Myers,  has 
been  in  public  health  longer  than  anyone  else  at  this 
level  in  any  state.  From  this  vast  experience  he  has 
evolved  Myers  Law;  “Whatever  works,  won’t  work 
long.” 

This  sentiment  among  confused  physicians  accounts 
for  much  of  their  dismayed  belief  that  the  wind  bloweth 
where  it  listeth  and  none  can  know  what  will  survive.  In 
the  short  term,  physicians  are  not  so  much  interested  in 
what  the  various  contracts  offer  them  this  year.  They 
wonder  about  next  year,  and  the  year  after,  when  all  the 
magic  solutions  begin  to  sour,  as  Egdahl  suggests  they 
will,  and  even  more  heroic  sacrifices  are  required  of 
physicians.  Who  will  be  left  holding  every  bag?  Physi- 
cians receive  less  than  20  cents  of  the  total  health  care 
dollar  but,  seemingly,  already  get  about  80  percent  of 
the  blame  dollar.  Those  ratios  are  not  likely  to  change. 

California  has  moved  toward  encouragement  of  a 
two-tiered  system,  but  the  frantic  scrambling  for  mar- 
ket share  by  various  competing  delivery  systems  there 
was  linked,  back  in  February,  to  all-out  war  by  one 
executive,  close  to  the  scene. 

Robert  D.  Burnett,  M.D. , President  of  the  California 
Medical  Association,  addressed  his  comments  earlier 
this  year  to  one  aspect  of  the  war.  The  statewide  “Pru- 
dent Buyer  Plan”  by  Blue  Cross  is,  he  said,  “part  of  the 
unhealthy  trend  of  the  companies  with  the  most  muscle 
getting  the  largest  discounts  and  the  poor  guy  down  the 
street  paying  full  price.”  PPOs,  he  said,  “just  lead  to 
more  cost  shifting  ...  the  same  old  problem.” 

Burnett  had  his  own  ominous  prediction,  which  may 
explain  some  of  the  anxiety  physicians  feel  about  what 


will  happen  next  year.  He  said  that  each  succeeding 
year.  Blue  Cross  “will  sign  up  fewer  and  fewer  physi- 
cians and  pay  an  increasingly  reduced  rate  to  non- 
participating doctors.” 

Although  patients  will  be  given  lists  of  participating 
doctors,  “they  will  think  insurance,  and  go  for  care 
outside  the  plan.”  The  more  often  subscribers  go  to 
nonparticipating  doctors,  the  less  it  will  cost  Blue 
Cross,  he  said. 

In  other  words,  Burnett  is  saying  much  of  what 
Egdahl  said  has  been  the  result  of  marketing  efforts  on 
behalf  of  freestanding  emergency  centers:  The  public 
gets  only  part  of  the  message,  having  little  idea  of  what 
a PPO  is  and  caring  even  less. 

Egdahl  says  that  a major  complicating  factor  in  con- 
trolling health  care  costs  is  the  recent  growth  in  pro- 
prietary hospitals,  ambulatory  care  centers,  and  pre- 
paid health  plans: 

It  is  not  hard  to  accept  that  potential  good  can 
come  from  introducing  the  rigors  of  the  market- 
place into  such  large  businesses  as  hospitals, 
where  hundred-million-dollar  budgets  are  com- 
mon, but  it  is  hard  to  see  where  the  introduction  of 
profit-making  competition  into  the  health  care  de- 
livery system  will  redirect  health  cost  trends,  since 
studies  suggest  that  much  of  the  proprietary  hos- 
pitals’ profits  come  from  higher  prices  and  greater 
use  of  laboratory  tests. 

Also,  rapid  entrance  of  proprietary  companies  in  the 
health  care  delivery  area  “will  undoubtedly  result  in  an 
additional  influx  of  capital  into  the  systems,  adding  fuel 
to  the  fire. ’’Egdahl  continues: 

A major  concern  about  potential  future  domi- 
nance of  the  for-profits  in  the  health  care  market 
relates  to  their  rather  narrow  focus  on  making 
money,  rather  than  the  integrity  of  the  entire 
health  care  system.  A large  amount  of  research 
and  technology  development  goes  on  in  major 
nonprofit  medical  centers. 

These  are  creative  and  important,  albeit  expen- 
sive, centers  for  training  undergraduate  physi- 
cians and  residents.  Nonprofit  hospitals  also  treat 
the  majority  of  people  who  cannot  afford  to  pay. 
These  societally  important  purposes  will  not  be 
prime  objectives  for  the  proprietary  hospitals. 

The  only  constant  in  life,  Pascal  said,  is  change. 
Physicians  are  no  strangers  to  change,  but  it  is  peculiar 
to  their  professional  experience  that  change  is  always 
fraught  with  uncertainty.  Last  year’s  highly  touted  new 
drug  or  procedure  is  this  year’s  taboo  because  of  unto- 
ward results  that  no  one  foresaw.  Any  physician  who 
has  been  in  practice  long  enough  has  developed  a suspi- 
cion of  miracle  cures.  That  easily  translates  into  suspi- 
cion of  the  plethora  of  economic  panaceas. 

The  paramount  consideration  in  trying  to  forecast 
what  will  come  of  all  this  is  one  revolutionary  change: 
For  the  first  time  in  the  history  of  the  profession. 
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physicians  will  be  paid  not  to  do  something  instead  of 
doing  things.  In  a way  foreign  to  most  physicians, 

, HMOs  pay  physicians  a bonus  from  the  surplus 
' accumulated  when  medical  care  is  not  delivered. 

All  the  incentives  so  far  revealed  reward  both  the 
patient  and  the  physician  for  avoiding  the  hospital.  The 
nonprovision  of  care,  and  I can  think  of  no  other  label 
for  it,  is  something  doctors  know  nothing  about.  They 
were  trained  to  use  whatever  is  needed  and  available  on 
behalf  of  patients. 

A common  assumption  seems  to  run  through  all  the 
alternative  care  systems  that  quality  will  remain  high 
while  quantity  of  services  is  reduced.  Nobody  really 
knows  that.  Nor  does  anyone  really  know  whether 
access , which  has  itself  been  the  target  of  criticism  over 
recent  years,  will  remain  about  as  it  is.  Physicians  have 
i the  vague  impression,  arising  from  even  vaguer  nation- 
al explanations,  that  the  American  expenditure  on 
medicine  will  remain  about  where  it  is  but  the  distribu- 
tion will  change.  Will  those  changes  make  for  a higher 
or  lower  quality?  Only  the  future  will  determine  that, 
but  I think  almost  everyone  is  keeping  fingers  crossed. 

Unless  someone  can  stand  back,  like  King  Canute, 
demanding  the  waves  to  halt,  improvements  in  medical 
technology  will  continue.  Will  the  impresarios  simply 
tell  institutions  and  the  public  that  they  cannot  have  any 
more  improvements?  That  is  exactly  what  happened 
recently  when  an  internationally  famous  cancer  center 
in  the  East  was  denied  a Certificate  of  Need  for  one  of 
the  latest  pieces  of  wizardry,  a Nuclear  Magnetic  Reso- 
nance machine.  Oncologists  say  NMR  will  have  a 
profound  effect  on  diagnosis  and  therapy  because  of  its 
clear  window  on  the  soft  tissues.  Imagine  the  public 
outcry  when  patients  are  said  to  be  denied  the  chance  to 
live  — as  may  happen  — because  the  NMR  is  too 
expensive. 

At  this  juncture,  physicians  are  being  asked  to  ration 
health  care  but  told  this  is  a transition  period  and  that  all 
may  change.  Change  to  what?  If  American  medical 
resources  are  to  be  rationed,  by  whatever  fancy  lan- 
guage, who  is  going  to  do  the  rationing  over  the  long 
haul? 

This  revolution  presents  all  kinds  of  ethical  Gordian 
knots.  Doctors  have  been  imbued  with  the  sanctity  of 
the  physician-patient  relationship.  The  concept  of 
physician  as  patient’s  advocate  is  as  old  as  medicine. 
Now  they  are  told,  ‘ ‘that  won’t  do.  It’s  too  expensive.  ” 
In  a trice,  the  physician  is  being  told  that  his  first  duty  is 
to  the  system,  to  the  hospital,  to  the  DRG,  to  the  bottom 
line,  to  whatever. 

Legal  scholars  have  already  pointed  out  some  pretty 
dangerous  ground  under  this.  Through  history,  the 
physician  has  had  the  privilege,  and  the  corresponding 
responsibility,  of  a virtually  inviolate  trust  relationship 
with  his  patient.  In  some  states,  this  relationship  is  even 
codified  into  statutes  relating  to  fiduciary  relationships. 

* It  may  be  manifestly  illegal  for  physicians  in  some 


states  even  to  consider  a duty  above  that  he  owes  the 
patients.  In  other  states,  it  is  certainly  a powerful  ethi- 
cal question. 

Finally,  what  is  going  to  happen  to  hospitals  when 
we  cut  back  on  all  their  profits?  Ten  years  from  now, 
many  nonprofits  may  be  totally  outmoded.  This  could 
be  a time  bomb  as  for-profits  and  not-for-profits  alike 
skimp  on  technology,  or  medical  education,  or  every- 
thing, with  eyes  fixed  on  the  profits-and-losses  sheet. 
As  a television  commercial  declared  a few  years  ago, 
“Pay  me  now  or  pay  me  later.”  A small  investment 
now,  if  ignored,  is  going  to  become  a whopping  one 
down  the  road. 

In  their  best-selling  book  on  American  management. 
In  Search  of  Excellence,  Peters  and  Waterman  point  to 
the  short  life  of  companies  interested  only  in  the  near 
term.  Those  companies  do  not  grow,  do  not  expand, 
contribute  little  to  society,  and  do  not  survive  over  the 
long  haul.  But  the  very  myopia  the  book  condemns  is 
what  is  being  asked  of  the  vast  and  unequalled  Amer- 
ican health  care  system.  This  year’s  bottom  line  (and 
maybe  next  year’s)  is  as  far  as  managers  are  asked  to 
look  into  the  future.  If  physicians  and  hospitals  of  a few 
decades  ago  had  been  so  programmed,  where  would 
our  vaunted  health  care  system  be  today? 

Maybe  salvation  lies  in  Myers  Law:  Whatever  works 
won’t  work  long.  Maybe  the  reverse  incentive  — the 
incentive  to  withhold  care  — will  collapse  soon  enough 
to  spare  the  country  the  long-range  consequences. 
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GREAT  EXPECTATIONS 

become  proven  facts  with  . . . 


CORTISPORIN*  OTIC 
Solution/Suspension 

STERILE  (POLYMYXIN  B- 
NEOMYCIN-HYDROCORTISONE) 


“In  159  of  163  clinically  evaluated  patients, 
the  otic  preparation  (solution  or  suspension) 
was  rated  clinically  effective,  giving  a clinical 
effectiveness  for  acute  diffuse  external  otitis 
of  97.5%.”'  (Emphasis  added.) 

EFFICACY  RATES  FOR  OTIC 

SUSPENSION  AND  OTIC  SOLUTION  (COMBINED 

RESULTS  FROM  4-CENTER  STUDY) 


Adapted  from  Cassi,si  etal.' 

REFERENCE: 

1.  Cassisi  N,  Cohn  A.  Uavidson  T.  et  al:  Diffuse  otitis  externa:  Clinical 
and  microbiologic  findings  in  the  cour.se  of  a multicenter  study  on  a 
new  otic  solution.  Ann  Otol  Rhinol  Laryngol&^i%\ip'p\  39.  pt  3):1-16. 
1977. 


Clinical  Efficacy 

Suspension 

Total  ears 

93 

Responders 

Solution 

91  (97.8%) 

Total  ears 

107 

Responders 

Combined  suspension 
and  solution 

104  (97.2%) 

Total  ears 

200 

Responders 

195  (97.5%) 

• Broad  antibiotic  spectrum  • PLUS  hydrocortisone  for  relief  of  inflammation  and  pain 


Cortisporin'  Otic  Suspension  Sterile  (Polymyxin  B-Neomycin-Hydrocortisone) 

Description:  Each  cc  contains: 

Aerosponn"  (Polymyxin  B Sulfate)  10.000  units.  Neomycin  sulfate  (equivalent  to 
3,5  mg  neomycin  base)  5 mg.  Hydrocortisone  10  mg  (1%). 

The  vehicle  contains  the  inactive  ingredients  cetyl  alcohol,  propylene  glycol, 
polysorbate  80,  water  (or  iniection  and  thimerosal  (preservative)  0 01% 

Indications:  For  the  treatment  of  superficial  bacterial  infections  of  the  external 
auditory  canal  caused  by  organisms  susceptible  to  the  action  of  the  antibiotics, 
and  for  the  treatment  of  infections  of  mastoidectomy  and  fenestration  cavities 
caused  by  organisms  susceptible  to  the  antibiotics 
Precautions:  This  drug  should  be  used  with  care  In  cases  of  perforated  eardrum 
and  In  long-standing  cases  of  chronic  otitis  media  because  of  the  possibility  of 
ototoxicity  caused  by  neomycin 

Cortisporin  Otic  Solution  Sterile  (Polymyxin  B-Neomycin-Hydrocortisone) 

Description:  Each  cc  contains 
Aerosponn”  (Polymyxin  B Sulfate)  10.000  units.  Neomycin  sulfate  (equivalent  to 
3 5 mg  neomycin  base)  5 mg.  Hydrocortisone  10  mg  (1%). 

The  vehicle  contains  the  inactive  ingredients  cupric  sulfate,  glycerin,  hydrochloric  acid,  propylene 
glycol,  water  for  iniection  and  potassium  metabisulfite  (preservative)  01% 

Indications:  For  the  treatment  of  superficial  bacterial  infections  of  the  external  auditory  canal 
caused  by  organisms  susceptible  to  the  action  of  the  antibiotics. 

Precautions:  This  drug  should  be  used  with  care  when  the  integrity  of  the  tympanic  membrane 
Is  in  question  because  of  the  possibility  of  ototoxicity  caused  by  neomycin 
Adverse  Reactions:  Stinging  and  burning  have  been  reported  when  this  drug  has  gained  access 
to  the  middle  eat 

Contraindications,  Warnings,  Precautions  and  Adverse  Reactions  Common  to  Both 
Products 

Contraindications:  These  products  are  contraindicated  in  those  individuals  who  have  shown 
hypersensitivity  to  any  of  the  components,  and  In  herpes  simplex,  vaccinia  and  varicella. 


Warnings:  As  with  other  antibiotic  preparations,  prolonged  treatment  may  result 
in  overgrowth  of  nonsusceptible  organisms  and  fungi.  If  the  infection  is  not  improved 
after  one  week,  cultures  and  susceptibility  tests  should  be  repeated  to  verify  the 
identity  of  the  organism  and  to  determine  whether  therapy  should  be  changed. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the 
chronic  dermatoses,  such  as  chronic  otitis  externa.  It  should  be  borne  in  mind  that 

the  skin  In  these  conditions  is  more  liable  than  is  normal  skin  to  become  sensitized 

to  many  substances,  including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter. 

Precautions:  If  sensitization  or  Irritation  occurs,  medication  should  be  discontinued 
promptly.  Patients  who  prefer  to  warm  the  medication  before  using  should  be  cautioned  against 
heating  the  solution  above  body  temperature,  in  order  to  avoid  loss  of  potency. 

Treatment  should  not  be  continued  (or  longer  than  ten  days.  Allergic  cross-reactions  may  occur 
which  could  prevent  the  use  of  any  or  all  of  the  following  antibiotics  for  the  treatment  of  future 
infections:  kanamycin,  paromomycin,  streptomycin,  and  possibly  gentamicin. 

Adverse  Reactions:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  There  are  articles 
in  the  current  literature  that  indicate  an  increase  in  the  prevalence  of  persons  sensitive  to  neomycin. 
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Surgical  Treatment  for  Facial 
Hemangioma,  1834 


Ronald  D,  Greenwood,  M.D.* 


Herbert  Mayo,  Surgeon  to  the  Middlesex  Hospital, 
had  employed  the  method  of  ligation  of  the  com- 
mon carotid  artery  for  treatment  of  a number  of  dis- 
eases. In  1834,  he  reported  a number  of  instances  in 
which  he  used  this  operation;  one  of  these  patients  was 
an  infant  with  a large  facial  hemangioma.  Mr.  Mayo 
describes  the  infant  and  the  operation.* 

James  Blackett,  a remarkably  fine  infant,  of  the  age 
of  five  months,  was  admitted  an  out-patient  of  the 
Middlesex  Hospital,  in  August  last.  There  was  a con- 
siderable and  increasing  swelling  on  the  left  side  of  the 
face,  which  extended  from  the  level  of  the  upper  edge 
of  the  ear  to  below  the  jaw,  and  from  the  tragus,  which 
it  pushed  backwards,  half  way  to  the  chin.  At  two  or 
three  points  the  skin  covering  the  swelling  was  slightly 
raised,  with  a shining  and  irregular  and  highly  vascular 
surface;  in  other  words,  there  were  several  vascular 
naevi,  or  aneurysms  by  anastomosis,  upon  the  skin 
covering  the  swelling;  and  the  swelling  itself  consisted 
of  a subcutaneous  vascular  tumor,  continuous  with  the 
superficial  naevi.  The  tumour  grew  into  the  ear:  the  fore 
part  of  the  external  passage  of  the  ear  was  red  and 
prominent,  encroaching  into  and  narrowing  the 
meatus.  When  the  child  coughed  or  cried,  the  tumour 
became  more  full  and  swollen. 

The  extent  and  probable  depth  of  the  tumour  ren- 
dered it  impracticable  to  include  it  in  ligatures,  and 
made  it  likely  that,  if  excision  was  attempted,  the  little 
patient  would  die  of  hemorrhage. 

Under  these  circumstances,  the  practice  which  I 
adopted  consisted  in  passing  four  double  threads,  or 
small  setons,  in  different  directions  through  the 
tumour.  No  bleeding  followed  the  introduction  of  the 


* Chief.  Division  of  Pediatric  Cardiology.  University  of  California/  Davis.  Address: 
UC  Davis  Medical  Center.  4301  X Street.  Sacramento.  California  95H17 


threads.  In  a few  days  there  was  a free  discharge  from 
each  seton.  The  threads  were  not  removed  till  the  ex- 
piration of  a month.  The  tumour  had  undergone  no 
diminution,  but  had  become  fuller  at  the  upper  part, 
where  the  skin  had  already  begun  to  ulcerate.  The 
surface  ulcerated  was  of  the  size  of  a sixpence. 

A week  after  the  removal  of  the  setons  I tied  the 
common  carotid  artery.  The  operation  was  followed  by 
no  ill  consequence.  The  ligature  came  away  on  the 
eighth  day.  The  effect  of  the  tumour  was  decided  and 
satisfactory.  The  ulcer  at  the  upper  part  healed,  the 
tumour  flattened,  and  in  a fortnight  was  reduced  a third 
in  volume.  A week  afterwards  pressure  was  made  upon 
the  cheek,  by  means  of  a piece  of  lead  attached  by 
adhesive  plaster.  The  pressure  has  been  continued  to 
the  present  time;  it  has  excited  a return  of  discharge 
from  the  setons  on  the  cheek  which  had  closed.  The 
tumour  on  the  cheek  has  continued  to  diminish,  and  is 
externally  less  by  one  half  than  at  the  time  of  the 
operation. 

It  is  now  two  months  since  the  carotid  was  tied.  What 
the  final  result  of  the  treatment  employed  in  this  case 
will  be  is  yet  uncertain.  The  operation  of  tying  the 
carotid  in  this  infant  was  extremely  difficult,  owing  to 
the  shortness,  fullness,  and  vascularity  of  the  neck  and 
the  delicacy  of  the  parts  which  made  me  fearful  of 
injuring  the  internal  jugular  vein  in  passing  the  ligature 
round  the  vessel  . . . 
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Observations  on  the 
Pre-Excitation  Syndromes  With 
One  Long-Term  Follow-Up  of  a 
Case  of  Wolff-Parkinson- White 

Syndrome 

John  T.  Morris,  M.D.* 


The  pre-excitation  syndrome  consists  of  three  en- 
tities: 1 ) The  syndrome  of  the  short  PR  interval  and 
normal  QRS  or  Lown-Ganong-Levine  (LGL) 
Syndrome.'  2)  The  Wolff-Parkinson-White^  (WPW) 
Syndrome  which  has  a short  PR  interval  and  a broad, 
bizarre  QRS  complex.  3)  Normal  PR  interval  with 
broad,  bizarre  QRS^  complex  which,  for  want  of  a 
better  name,  is  called  the  Mahaim  Fiber  Syndrome.'* 
It  is  almost  universally  believed  now  that  the  LGL 
Syndrome^  is  caused  by  pre-excitation  of  the  His- 
Purkinje  system  by  an  accessory  pathway  known  as  the 
James  Bundle  which  originates  in  the  internodal  tracts 
and  bypasses  the  AV  node  and  activates  the  His- 
Purkinje  system  directly,  thus  causing  the  short  PR 
interval  and  normal  QRS.  The  Wolff- Parkinson-White 
Syndrome  is  a fusion  phenomenon  with  normal  initia- 
tion of  the  beat  in  the  sino-atriaP  node,  normal  activa- 
tion of  the  atria  and  AV  node  and  His-Purkinje  system 
with  the  same  atrial  impulse  passing  through  accessory 
pathways  known  as  Kent  bundles  which  conduct  the 
impulse  faster  than  does  the  AV  node,  therefore  creat- 
ing a delta  wave  and  excitation  of  the  ventricles  before 
the  normal  impulse  being  conducted  through  the  AV 
node  His-Purkinie  system  and  bundle  branches  arrives 

* Medical  Director.  Cullman  Health  Care  Center. 
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in  the  ventricles.  The  syndrome  of  the  normal  PR 
interval-broad  QRS  is  said  to  be  caused  by  the  excita- 
tion wave  proceeding  through  the  AV  node  and  bundle 
of  His  and  pre-excitation  of  the  ventricles  by  Mahaim 
fibers  which  leave  the  bundle  of  His  or  one  of  the 
bundle  branches  and  activates  the  myocardium  before 
the  same  impulse  travels  down  the  bundle  branches  to 
the  end  arborizations  of  the  Purkinje  fibers. 

These  three  syndromes  have  several  clinical  features 
in  common.  All  tend  to  have  premature  beats  and  they 
tend  to  have  runs  of  tachyarrhythmias  which  vary  in 
length  and  severity  from  hardly  noticeable  runs  to  very 
debilitating  tachyarrhythmias  which  require  surgical 
intervention.^  The  arrhythmias  caused  by  the  pre- 
excitation syndromes  cause  considerable  anxiety  on  the 
part  of  the  patient  (and  his  physician).  The  EKG  pat- 
terns may  mimic  acute  myocardial  infarction  or  they 
may  conceal  EKG  evidence  of  acute  myocardial  infarc- 
tion. They  almost  universally  give  false  positive  exer- 
cise tolerance  tests.'' 

When  one  considers  the  varied  physiology  of  the 
different  types  of  myocardium  found  in  these  accessory 
pathways,  including  the  rapidly  conducting  fibers,  the 
slowly  conducting  fibers,  fibers  which  conduct  in  one 
direction  either  anterograde  or  retrograde,  fibers  which 
may  initiate  an  impul.se  or  those  which  only  conduct  an 
impulse,  and  then  one  considers  that  these  accessory 
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pathways  may  be  placed  in  almost  any  position  within 
the  cardiac  anatomy,  one  can  understand  the  varied 
electrocardiographic  pictures  that  these  syndromes  are 
capable  of  producing. 

Contrary  to  earlier  belief,  pre-excitation  syndromes 
are  quite  common.  Some  are  serious.  Some  place  the 
patient  in  jeopardy  of  runaway  arrhythmias  which  may 
cause  sudden  death.  The  morphology  of  the  delta  wave, 
and  therefore,  the  QRS,  may  vary  with  sympathetic. 


Figure  I . ECG  dated  July  10,  1977:  Typical  WPW  with  short  PR 
interval  and  broad  QRS  (AQRS). 
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Figure  2.  Top  tracing  dated  1974  shows  short  PR  interval  (0.10 
seconds ) in  leads  I and  II.  Bottom  tracing  dated  July  13,1982  shows 
normal  PR  interval  (0.16  seconds). 


vagal,  and  drug  influences  or  with  diet  and  exercise. 
Therefore,  one  gets  such  confusing  phenomena  as  the 
so-called  “concertina”^  effect  and  varying  degrees  of 
concealment  of  the  aberrant  pathway  conduction.  In- 
deed, the  Wolff-Parkinson- White  morphology  of  the 
QRS  may  be  seen,  in  some  cases,  only  during  episodes 
of  the  supraventricular  tachycardia  or  in  premature 
beats  originating  in  or  near  the  accessory  pathway. 

The  characteristic  supraventricular  tachycardia  of 
the  Wolff-Parkinson- White  Syndrome  is  caused  by  a 
sustained  circus  movement  progressing  anterograde 
through  the  AV  node-His-Purkinje  system,  through  the 
ventricular  myocardium  to  the  bundle  of  Kent  proceed- 
ing retrograde  through  the  bundle  of  Kent  into  the 
atrium,  hence  to  the  AV  node  and  His-Purkinje  system 
in  a sustained  manner.  This  is  the  orthodromic  form  and 
it  gives  normal  QRS  complexes  unless  some  other 
cause  of  aberrancy  is  present.  The  antidromic  form 
proceeds  anterograde  through  the  Kent  bundles  and 
retrograde  through  the  His-Purkinje  system.  This  form 
produces  a broad,  bizarre  QRS  with  the  characteristic 
delta  wave.  The  antidromic  form  is  fairly  rare.  Atrial 
tachycardia,  atrial  flutter  and  atrial  fibrillation  occur  in 
patients  with  accessory  pathways  and  are  a cause  for 
some  concern  in  the  setting  of  the  Wolff-Parkinson- 
White  Syndrome  if  the  accessory  pathways  have  a short 
anterograde  refractory  period.  In  this  event,  certainly 
digitalis  should  not  be  given  in  any  form  for  fear  of 
causing  runaway  ventricular  response  to  a rapid  atrial 
rate  which  might  degenerate  into  ventricular  fibrillation 
and  sudden  death.**  Xylocaine  or  pronestyl  might  be 
better  in  this  case.  Ordinarily,  patients  who  have  long 
anterograde  refractory  periods  are  at  no  increased  risk. 
Thus,  patients  who  have  intermittent  pre-excitation  or 
have  disappearance  of  the  pre-excitation  on  exercise 
are  at  no  great  risk  from  atrial  fibrillation,  flutter,  or 
tachycardia. 

For  the  past  thirty  years,  we  have  observed  and 
studied  a patient  with  the  Wolff-Parkinson-White  Syn- 
drome who  has  exhibited  many  interesting  and  puz- 
zling phenomenon. 


Case  History 

The  patient  is  a 65  year  old,  white  male  with  di- 
agnosed Wolff-Parkinson-White  Syndrome  since  the 
age  of  33. 

The  patient  had  begun  having  episodes  of  supra- 
ventricular tachycardia  at  the  age  of  28.  These  episodes 
were  infrequent  and  of  short  duration  but  they  became 
severe  five  years  later  and  an  electrocardiogram 
showed  the  typical  Wolff-Parkinson-White  morpholo- 
gy with  short  PR  interval,  pronounced  delta  wave, 
broad  QRS  and  frequent  ventricular  premature  beats. 
The  patient  was  young  and  healthy  otherwise  and 
learned  to  control  the  tachyarrhythmias  first  by  carotid 
body  massage  and  later  he  found  that  the  Valsalva 
maneuver  adequately  controlled  the  arrhythmias  if  be- 
gun early  enough.  He  also  learned  that  an  hour’s  rest 
following  the  midday  meal  helped  to  control  his 
tachyarrhythmias . 

The  patient  was  relatively  asymptomatic  therefore 
until  1976,  at  which  time  he  had  an  episode  of  severe 
substemal  pain  of  a crushing  nature,  radiating  to  the  left 
arm  and  causing  a numbness  in  the  inner  aspect  of  the 
left  arm  and  hand,  accompanied  by  profuse  sweating. 
A diagnosis  of  acute  myocardial  infarction  was  made. 
He  later  had  coronary  angiograms  which  showed  a 
congenitally  small  left  circumflex  and  right  coronary 
artery  with  a dominant  left  anterior  descending  artery 
which  showed  some  stenosis  at  the  origin.  Coronary 
artery  bypass  graft  surgery  was  performed.  The  patient 
quit  using  tobacco  and  recovered  uneventfully.  The 
anginal  pain  was  completely  abolished.  Breathing  im- 
proved. The  VPBs  continued  and  were  worse  with 
emotional  and  psychic  tension  and  immediately  follow- 
ing meals. 


Figure  3.  ECG  taken  4 minutes  after  maximal  e.xercise  tolerance 
test,  July  13,1 982 . It  shows  normalization  of  all  the  QRS  comple.xes 
except  the  .second  QRS  in  leads  I and  VI  T waves  remain  inverted  in 
leads  II,  III,  and  AVF. 

An  ECG  in  June  of  1982  revealed  a normal  PR 
interval  of  . 16  seconds  but  typical  delta  wave  and  QRS 
deformities  were  present  as  they  had  been  on  previous 
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tracings.  Eight  months  previously,  the  PR  interval  was 
only  .12  seconds.  (See  Fig.  2) 

An  exercise  tolerance  test  was  performed  in  June  of 
1982  and  this  showed  approximately  2mm  depression 
of  the  ST  segment  and  VPBs  were  abolished  after  a 
short  time  on  the  treadmill.  Some  beats  lost  their  delta 
waves.  The  test  was  discontinued  before  the  target  rate 
was  reached  because  of  the  depressed  ST.  However, 
the  patient  performed  the  test  with  ease,  had  no  pain, 
actually  felt  better,  and  made  the  observation  that  he 
frequently  exercised  to  rid  himself  of  the  VPBs. 

In  July  of  1982  a more  strenuous  GXT  was  per- 
formed and  the  patient  exercised  for  approximately  12 
minutes,  skipping  over  the  early  stages  of  the  Bruce 
Protocol.  He  went  somewhat  about  his  target  pulse  rate 
of  164  without  any  chest  pain.  He  did  have  fairly  severe 
dyspnea  and  had  some  claudication.  The  ECG  showed 
complete  loss  of  delta  waves  and  a PR  interval  of  .20 
seconds  at  a pulse  rate  of  140  per  minute.  The  delta 
wave  did  not  return  immediately  when  the  heart  rate 
slowed  down  to  80  beats  per  minute.  There  was  slight 
depression  of  the  ST  segment  in  V5  at  a rate  of  160  and 
an  ST  segment  depression  of  1mm  in  V4  and  V5  one 
minute  after  cessation  of  exercise.  There  was  approx- 
imately 1mm  depression  of  the  ST  segment  in  V4  and 
V5  four  minutes  after  cessation  of  exercise.  (See  Fig.  3) 
T waves  were  inverted  in  II,  III,  and  AVF  four  minutes 


after  exercise.  VPBs  were  frequent  at  rest  before  and 
after  exercise,  but  none  were  present  during  the  exer- 
cise test. 

The  patient  has  enjoyed  good  health  since  his  GXT 
and  an  ECG  dated  04/19/84  shows  normalization  of  the 
QRS  complexes  except  for  three  ventricular  extra- 
systoles which  have  delta  waves  identical  to  those  seen 
in  previous  ECGs  which  had  the  WPW  morphology. 
(See  Fig.  6) 


Figure  4 . Figure  4 is  an  enlargement  of  lead  V5  taken  during 
recovery  from  the  GXT  test  on  July  13, 1982  showing  intermittency : 
1st  and  3rd  complexes  show  WPW  morphology.  2nd  and  5th  com- 
plexes show  normalization.  The  4th  complex  is  a VBP. 
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Summary  and  Conclusions 

A patient  with  Wolff-Parkinson- White  Syndrome  is 
presented  who  had  typical  EKG  configuration  with 
short  PR  interval,  delta  wave,  and  broad,  bizarre  QRS 
fairly  early  in  life  and  who  had  episodes  of  tachy- 
arrhythmia which  he  had  learned  to  control  with  Valsal- 
va maneuver.  He  had  an  acute  myocardial  infarction 
followed  by  coronary  artery  bypass  graft  in  September 
of  1976  with  good  result.  In  1982  it  was  found  that  his 
PR  interval  had  lengthened  from  . 12  to  .16  and  he  still 


Figure  5.  Upper  lead  V5  early  in  GXT,  before  normalization, 
showing  S-T  depression  of  2mm.  Lower  lead  is  V5  during  recovery 
with  normalization  and  S-T  depression  of  Vz  to  1mm. 


had  a delta  wave.  Exercise  tolerance  test  caused  norma- 
lization of  the  WPW  complex  with  ST  segment  and  T 
wave  changes  which  might  have  been  considered  to  be 
positive  for  ischemia.  However,  the  patient  had  had  a 
very  severe  exercise  test,  going  beyond  his  target  pulse 
rate  and  to  a point  of  almost  complete  exhaustion  with- 
out any  anginal  type  pain  or  symptoms  of  ischemia, 
other  than  claudication.  During  the  recovery  period, 
the  concerting  effect  was  demonstrated  and  it  was  noted 
that  as  the  delta  wave  became  less  prominent  and  the 
QRS  became  narrower,  the  depression  of  the  ST  seg- 
ment became  less  and  as  the  process  reversed,  the  ST 
segment  became  more  depressed.  (See  Fig.  4) 

As  the  patient  grew  older,  his  PR  interval  became 
longer,  the  episodes  of  tachyarrhythmia  ceased,  and  on 
a recent  electrocardiogram  there  was  complete  nor- 
malization of  the  QRS  and  only  three  VPBs  showing 
the  delta  wave  gave  evidence  to  the  fact  that  he  indeed 
had  Wolff-Parkinson- White  Syndrome.  Therefore, 
during  the  past  several  years  the  patient  has  gone  from 
typical  Wolff-Parkinson-White  Syndrome  with  short 
PR  interval  to  Wolff-Parkinson-White  Syndrome  with 
normal  PR  interval,  delta  wave  and  broad  QRS  to 
finally,  normalization  of  the  QRS  with  the  only  evi- 
dence of  Wolff-Parkinson-White  Syndrome  being  in- 
terpolated VPBs  in  I with  delta  wave,  VPB  in  VI  with 
delta  wave  and  VPB  in  V2  showing  delta  wave.  It  is  our 


Dx:  recurrent 

-,8 


HeRPecin-n: 


herpes  labialis 

"Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes.”  GP,  New  York 

■'In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
vith  low  risk  / high  benefit.  ’ Derm.,  Miami 

"Staff  and  patients  find  Herpecin-L 
remarkably  effective.”  Derm.,  New  Orleans 

OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write; 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


In  Alabama,  "HERPECIN-L'  Cold  Sore 
Lip  Balm  IS  available  at  all  Eckerd,  Harco, 
K & B,  Revco  and  SupeRx  Drug  Stores 
and  other  select  pharmacies. 


A special 
practice  for 
specialists 

If  you're  a surgeon  or  OB/GYN  or  other  medical 
specialist,  the  Air  Force  may  have  a special  practice 
for  you. 

What  makes  it  special?  You'll  enjoy  an  excellent 
pay  and  benefits  package.  Your  regular  working 
hours  will  allow  you  to  spend  more  time  with  your 
family.  You'll  receive  30  days  of  vacation  with  pay 
each  year.  And  you  will  work  with  modern  equipment 
and  some  of  the  most  highly  trained  professionals  in 
the  world,  serving  your  country  and  your  patients. 
Now  that's  special! 

Find  out  just  how  special 
your  practice  can  be. 

Contact:  MSGT.  Dan  Webster 
(205)  832-7501 
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Figure  6.  Concealed  WPW:  ECG  dated  April  19,  1984  shows 
complete  normalization  except  for  VPB’s  in  leads  1,  VI  and  V2. 
These  complexes  have  delta  waves  and  probably  originate  in  or 
near  the  patient's  Kent  bundle  and  are  the  only  evidence  of  WPW 
Syndrome . 

opinion  that  these  changes  are  brought  about  by 
changes  in  the  refractory  period  of  the  accessory  path- 
way as  a result  of  aging. 

Exercise  tolerance  tests  should  be  performed  on  pa- 
tients with  Wolff-Parkinson-White  Syndrome  for  the 
same  indications  for  performing  these  tests  on  anyone 
else  with  the  understanding  that  if  the  patient  achieves 
his  target  and  has  completely  normalized  complexes, 
this  should  be  interpreted  as  any  other  EKG,  but  if  he 
reaches  his  target  rate  and  continues  to  have  a Wolff- 
Parkinson-White  configuration,  shifting  of  the  ST  seg- 
ment has  no  meaning  whatever.  If  normalization  of  the 
QRS  occurs  at  a slow  pulse  rate,  it  probably  indicates  a 
longer  refractory  period  than  if  normalization  occurred 
at  a rapid  heart  rate  and  would  probably  indicate  less 
danger  from  rapid  atrial  tachyarrhythmia  and  less  dan- 
ger from  digitalis  administration.  Although,  there  is 
some  evidence  that  digitalis  shortens  the  refractory 
period  of  the  Kent  bundle  fibers. 
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CORRESPONDENCE 


Endometriosis 

Classification 


In  recent  years,  the  role  of  endometriosis  has  been 
more  fully  appreciated  as  a deterrent  to  fertility  and 
as  a great  destroyer  of  the  quality  of  life  for  a significant 
proportion  of  the  female  population.  Its  destructive 
process  may  begin  soon  after  the  onset  of  menstruation 
and  often  the  presence  of  such  cells  will  have  func- 
tioned long  enough  to  be  visible  in  the  tissues  of  teen- 
agers. Although  the  disease  is  most  active  during  the 
reproductive  years,  its  effects  may  become  manifest 
even  after  menopause. 

The  relationship  of  endometriosis  to  infertility,  both 
from  the  standpoint  of  increased  miscarriage  rate  as 
well  as  sterility  has  been  demonstrated.  Beside  its  role 
in  the  frustration  and  distress  of  infertility  patients, 
endometriosis  is  implicated  as  a primary  cause  of  pain 
and  disability  among  a large  segment  of  the  female  ; 
population. 

With  the  hope  that  greater  impetus  can  be  given  to 
the  search  for  the  etiology  and  cure  of  endometriosis,  I 
The  American  Fertility  Society  has  formed  a Classi- 
fication of  Endometriosis.  With  general  use  of  this 
Classification  form,  communication  between  clini- 
cians and  researchers  will  be  enhanced  and  a basis  for 
identifying  important  characteristics  of  the  disease  can 
be  established. 

The  American  Fertility  Society  encourages  the  inclu- 
sion of  these  forms  as  a part  of  the  patient’s  record  in  the 
recovery  room.  They  are  most  easily  and  accurately 
completed  at  the  termination  of  the  operative  proce- 
dure. 

The  Classification  forms  are  available  free  of  charge 
in  pads  of  one  hundred  from  the  American  Fertility 
Society,  1608  Thirteenth  Avenue  South,  Birmingham, 
Alabama,  35356. 

Erskine  Carmichael,  M.D. 
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AMERICAN  FERTILITY  SOCIETY  CLASSIFICATION  OF  ENDOMETRIOSIS 


Patient’s 

name 

Stage  I 

(Mild) 

1-5 

Stage  II 

(Moderate) 

6-15 

Stage  III 

(Severe) 

16-30 

Stage  IV 

(Extensive) 

31-54 

Total 

S 

ENDOMETRIOSIS 

<1  cm 

1-3  cm 

>3  cm 

i D ■ 

1 Cd 

^ 2 

1 

2 

3 

g 

3 

cu 

ADHESIONS 

filmy 

dense  w/  partial  cul-d&«ac 
obliteration 

dense  w/  coni^lete  cul-de-sac 
obliteration 

1 

2 

3 

ENDOIvIETRIOSIS 

<1  cm 

1-3  cm 

> 3 cm  or  ruptured  endome- 
trioma 

R 

2 

4 

6 

>" 

Pi 

L 

2 

4 

6 

•< 

> 

O 

ADHESIONS 

filmy 

dense  w/  partial  ovarian 
enclosure 

dense  w/  complete  ovarian 
enclosure 

R 

2 

4 

6 

L 

2 

4 

6 

ENDOMETRIOSIS 

<1  cm 

> 1 cm 

tubal  occlusion 

R 

2 

4 

6 

H 

CQ 

L 

2 

4 

6 

D 

f- 

ADHESIONS 

filmy 

dense  w/  tubal  distortion 

dense  w/  tubal  enclosure 

R 

2 

4 

6 

L 

2 

4 

6 
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MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


SOUTHEAST  — private  practice  opportunities  in  most  specialties. 
Confidential  physician  placement.  No  cost  or  obligation.  Excellent 
benefits.  Send  CV  to  Southeastern  Medical  Recruiters,  Box 
360185,  Birmingham,  AL  35236,  or  call  205-988-8150. 


ORTHOPEDIC  SURGEONS  needed  — scenic  north  Georgia  and 
north  Mississippi.  Guaranteed  income,  moving  expenses.  Con- 
fidential placement  without  cost  or  obligation.  Send  CV  to  South- 
eastern Medical  Recruiters,  Box  360185,  Birmingham,  AL  35236. 


2 INTERNISTS  needed  for  150-bed  north  Mississippi  hospital.  A 
major  lake  and  park  nearby  provide  excellent  fishing,  boating, 
hunting.  Send  CV  to  Southeastern  Medical  Recruiters,  Box 
360185,  Birmingham,  AL  35236. 


GENERAL  SURGEONS  needed  in  Alabama,  Mississippi,  Arkan- 
sas, Kentucky.  North  ALABAMA  town  (15,000)  needs  2nd  gener- 
al surgeon.  Sportsman’s  paradise  location.  Send  CV  to  Southeast- 
ern Medical  Recruiters,  Box  360185,  Birmingham,  AL  35236. 


FAMILY  PRACTITIONERS.  Excellent  opportunities  in  Alabama, 
Tennessee,  Mississippi,  Arkansas,  Georgia,  Florida,  North  Caroli- 
na. Guaranteed  income,  office  space,  moving  expenses.  Send  CV 
to  Southeastern  Medical  Recruiters,  Box  360185,  Birmingham,  AL 
35236. 


CARDIOLOGIST;  ONCOLOGIST;  and  PULMONARY  MEDI- 
CINE specialist  needed  for  large  multi-specialty  group  in  Mississip- 
pi town  of  50,000.  Guaranteed  income,  other  benefits.  Send  CV. 
Southeastern  Medical  Recruiters,  Box  360185,  Birmingham,  AL 
35236. 


SOLO  PRACTICE  A V AILABLE  in  small  town  — good  guarantee , 
free  rent,  interview  and  relocation  expenses.  Contact  Mike  Jenkins, 
RH  Medical  Group,  12651  Briar  Forest  #180,  Houston,  TX  77077, 
(713)  496-7777. 


Established  pediatric  and  adolescent  allergy  practice,  available 
September  1,  1984.  Equipped  lab,  medical  center  location,  terms 
negotiable.  Will  introduce.  Contact  Doris  Phillips,  M.D.,  205-871- 
0520. 


PEDIATRICS  — Exceptional  opportunity  for  Board  Certified 
Pediatrician  in  quad-cities  area  of  Northern  Alabama.  Excellent 
200-1-  bed  facility  and  coverage  by  other  Peds.  Drawing  area  of 
60K-t-  with  large  base  of  young  families.  Interested  candidates 
should  contact:  John  Hamner,  Jackson  & Coker,  4488  N.  Shallow- 
ford  Rd.,  Suite  1040-D,  Atlanta,  GA.  30338,  or  call  (404)  393- 
1210. 


EMERGENCY  MEDICINE.  Immediate  full-time  positions  avail- 
able in  emergency  departments  located  in  central  and  south  Missis- 
sippi. Excellent  benefits  package.  Quality  rural  and  metropolitan 
hospitals.  Part-time  positions  are  also  available.  Fora  unique  career 
opportunity,  respond  in  confidence  to:  Mississippi  Emergency 
Association,  P.  A.,  1755  Lelia  Drive,  Suite  100,  Jackson,  Missis- 
sippi 39216-4883  or  call  Dr.  Jim  Heflin,  Director  of  Physician 
Recruitment  at  (601)  366-6503. 


SEARCY  HOSPITAL  has  immediate  vacancies  for  licensed 
Psychiatrists.  We  are  a 650  bed  psychiatric  facility  located  near 
beautiful  Gulf  coast  beaches.  Salary  is  negotiable.  We  offer  excel- 
lent fringe  benefits;  13  annual  leave  days,  13  sick  leave  days,  13 
holidays.  Health  Insurance,  and  Retirement  plan.  Please  contact 
Robert  E.  Griffin,  Personnel  Officer,  Searcy  Hospital,  Mount  Ver- 
non, Alabama  36560.  Telephone  number  (205)  829-941 1.  We  are 
an  equal  opportunity  employer. 

ORTHOPEDIC  SURGEON  — BOARD  CERTIFIED  OR  BOARD 
ELIGIBLE  — V A Medical  Center,  Tuskegee , Alabama,  has  vacan- 
cy for  orthopedic  surgeon.  831 -bed  general  hospital  with  79-bed 
surgical  service  (10-bed  orthopedic  section).  Affiliated  with  More- 
house School  of  Medicine.  Salary,  including  special  physician’s 
pay,  from  $70,000  to  $80,000.  40  hours  per  week  plus  liberal  fringe 
benefits  package.  Equal  opportunity  employer.  Call  (205)  727- 
0550,  x645,  or  write:  Chief  of  Staff  (11),  VA  Medical  Center, 
Tuskegee,  Alabama  36083. 

PEDIATRICIANS  — Opportunities  in  Tennessee,  Georgia, 
Louisiana,  Mississippi.  Guaranteed  income,  moving  expenses.  Ex- 
cellent immediate  opening  in  Louisiana  city  of  25,000.  Send  CV  to 
Southeastern  Medical  Recruiters,  Box  360185,  Birmingham,  AL 
35236. 


OB/GYNs  needed  throughout  Southeast.  Two  OB/GYNs  needed  in 
scenic  middle  Tennessee  town  of  13,000.  Guaranteed  income, 
office  space,  moving  expenses.  Send  CV.  Southeastern  Medical 
Recruiters,  Box  360185,  Birmingham,  AL  35236. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-GYN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D.,  #33  Medical  Park, 
Valley,  Alabama  36864. 


SURGEON  — Central  Alabama  town  of  1,800,  20,000  drawing 
area,  new  clinic,  $100,000.00  guarantee  first  year.  Write  or  call  Dr. 
Robert  E.  Wiltsie,  9433B  Parkway  E.,  Birmingham,  AL  35215 
833-6500. 
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FAMILY  PRACTICE  FACULTY  POSITION  — The  University  of 
Alabama  in  Birmingham  School  of  Medicine,  Department  of  Fami- 
ly Medicine,  Montgomery  Family  Practice  Residency  is  seeking  a 
board  certified  family  physician.  Clinical  experience  preferred  but 
will  consider  a graduate  from  an  approved  family  practice  residen- 
cy. Must  be  interested  in  taking  care  of  patients  and  teaching 
residents.  Excellent  opportunity  to  practice  and  teach.  Excellent 
fringe  benefits . Respond  in  writing  to  J . K . Brantley , M . D . , Direc- 
tor, Montgomery  Family  Practice  Residency,  1720  Park  Place, 
Montgomery,  Alabama  36106.  An  Affirmative  Action/Equal 
Opportunity  Employer. 


PRIMARY  CARE  PHYSICIANS 
CONSIDERING  AN  HMO? 

Health  America  is  one  of  the  country’s  leading  HMO  manage- 
ment and  development  companies,  currently  operating  prepaid 
health  plans  nationwide,  with  a total  membership  of  more  than 
467,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  internists,  family  physicians,  and  pediatricians 
in  Mobile  and  Huntsville  and  in  other  desirable  locations  from 
coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional  life- 
style, free  from  the  business  aspects  and  economic  pressures  of 
office  management.  And  you  can  become  a vital  and  valued  part 
of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 

(#14) 


MEDICAL  DIRECTORS/PHYSICIAN  EXECUTIVES 

HealthAmerica  is  one  of  the  country’s  leading  HMO  manage- 
ment and  development  companies,  currently  operating  prepaid 
health  plans  nationwide,  with  a total  membership  of  more  than 
467,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  medical  managers/physician  executives  in 
Mobile  and  Huntsville  and  in  other  desirable  locations  from 
coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional  life- 
style, free  from  the  business  aspects  and  economic  pressures  of 
office  management.  And  you  can  become  a vital  and  valued  part 
of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M,  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 

(#14) 


STAFF  PHYSICIAN  — Has  mounting  regulation  and  paperwork, 
too  short  vacations,  long  daily  hours  wearied  you?  Consider  a 
salaried  position,  with  regular  hours,  motivated  compatible  peers, 
restful  sunbelt  living  in  a beautiful  southern  city  of  1 10,000  friendly 
people.  Impending  retirement  triggers  our  search  for  an  M.D.  to 
join  7 others  and  a support  staff  of  50  who  care  for  the  needs  of 
15,000  co-ed  students  at  the  University  of  Alabama.  Practice  in  a 
full  service  facility  with  large  outpatient  department  (50,000  yearly 
visits)  and  a 36  bed  acute  care  inpatient  service.  Daily  office  hours 
allow  development  of  own  clientelle  and  rotating  night  call  is  aided 
by  furnished  beeper.  This  position  will  open  summer  of  1985,  is  a 
full-time  12  month  appointment,  and  requires  an  active  Alabama 
license  and  D.E.  A.  number,  demonstrated  skills  in  primary  medical 
care  of  young  adults,  eligibility  for  membership  in  the  state  medical 
society  and  for  unrestricted  malpractice  insurance.  Current  private 
practice  in  a primary  care  specialty  will  add  additional  weight. 
Salary  competitive  with  other  university  health  services  while  vaca- 
tion time,  fringe  benefits,  and  retirement  programs  are  superior. 
Sounds  interesting?  Start  inquiry  now!!  Closing  date  for  inquiry  is 
November  15,  1984.  For  more  information,  write:  Director,  Russell 
Student  Health  Center,  P.O.  Box  Y,  University,  Alabama  35486  or 
call  collect  (205)  348-6262.  The  University  of  Alabama  is  an  equal 
opportunity,  affirmative  action  employer. 

Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


CHECK  US  OUT! 

CALL  OR  WRITE  TODAY 
FOR  PRICES  ON  ALL  YOUR 
PRINTING  & TYPESETTING  NEEDS 

• stationery  • Carbonless  Forms 

• Envelopes  • insurance  Sheets 

• Rx  Blanks  • information  Sheets 

• Statemehts  • Carboh  Forms 

• Brochures  • Raised,  Engraved  Items 

Custom  & Standard  Superbills 

MASA  Services  Corp. 

P.O.  BOX  1900-C 
Montgomery,  AL  56197 
Call  265-6441  or  toll  free  1-800-592-5668 
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CARE  FOR  YOUR 
COUNTRY 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  invest- 
ment  of  your  time.  You  will  broaden  your  professional 
experience  by  working  on  ^ 
interesting  medical  projects 
in  your  community.  Army 
Reserve  service  is  flexible,  so  it 
wont  interfere  with  your  practice. 

You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve 
meetings.  You’ll  also  attend  funded 
continuing  medical  education  pro- 
grams. You  will  all  share  the  bond  of 
being  civic-minded  physicians  who  are  also  commis- 
sioned officers.  One  important  benefit  of  being  an  officer 
is  the  non-contributory  retirement  annuity  you  will  get 
when  you  retire  from  the  Army  Reserve.  To  find  out 
more,  simply  call  the  number  below. 

ARMYRESERVL 
BEALLYOUCAN 

ARMY  MEDICAL  DEPARTMENT 
(205)  933-2131 


! 

I AUXILIARY 


Then  and  Now 


Mrs.  Richard  Shepard 
A-MASA  President 


Impressed  with  the  dramatic  changes  in  medical  sci- 
ence over  the  last  century,  I thought  it  might  be  interest- 
ing to  see  if  there  had  been  any  similar  changes  in  the 
life  of  the  physician’s  spouse.  Unfortunately  I have 
been  unable  so  far  to  unearth  any  letters,  diaries,  or 
journals  of  an  Alabama  doctor’s  wife  of  the  last  cen- 
tury. (If  any  reader  knows  of  such  a source,  I would 
certainly  appreciate  hearing  about  it!) 

But  I did  find  in  the  Reynolds  Library  some  fifty- 
year-old  minutes  of  the  Jefferson  County  Medical  Aux- 
iliary as  well  as  almost  complete  minutes  of  the  1934 
state  Medical  Auxiliary  convention,  and  found  it  in- 
teresting to  compare  them  with  what  Auxiliary  mem- 
bers are  doing  today. 

Reading  the  old  minutes,  one  is  at  first  struck  with 
how  little  some  things  have  changed.  Jefferson  coun- 
ty’s doctors’  wives  — it  was  strictly  a women’s  auxil- 
iary in  1934  — were  much  fewer  in  number,  but  they 
met  eight  times  a year  in  each  other’s  homes  or  in  local 
churches  as  many  of  our  auxiliaries  still  do,  for  food, 
fellowship  and  programs. 

They  raised  funds  for  a medical  scholarship,  pro- 
moted community  health  through  a contest  in  the 
schools,  organized  hospitality  committees  for  the  state 


convention,  and  “networked”  (to  use  our  current  term) 
with  other  community  philanthropic  groups.  There  was 
even  legislative  involvement,  although  not  of  the  cur- 
rent nature. 

But  much  has  also  changed.  The  county  auxiliary, 
founded  in  1923  by  Mrs.  Seale  Harris,  who  also  orga- 
nized our  state  auxiliary  that  same  year,  ‘ began  to  meet 
on  a monthly  basis  by  1929.  Since  at  that  time  there  was 
no  AMA  Education  and  Research  Foundation  to  raise 
money  for,  and  no  medical  school  here  in  Birmingham 
to  support,  the  local  auxiliary  voted  in  1930  to  devote 
its  major  fund-raising  efforts  to  a medical  student 
scholarship. 

The  lucky  recipient,  chosen  by  a committee  of  3 
physicians  and  2 auxilians,  enrolled  in  Harvard  Medi- 
cal School,  with  the  promise  of  $300.00  per  year  from 
the  Jefferson  County  Auxiliary.  This  was  a large  sum  in 
1930,  but  it  seemed  managable  since  the  auxiliary’s 
chosen  fund-raiser,  a benefit  bridge  party  at  the  Tutwil- 
er  hotel,  netted  nearly  $450.00  that  year.  But  the  world- 
wide economic  depression  had  an  increasingly  drastic 
effect  on  physicians’  incomes,  and  although  the  Auxil- 

I Mrs  Harris  must  have  been  a lady  of  remarkable  organizational  ability,  since  she 
also  helped  found  the  auxiliary  to  the  Southern  Medical  AsstKiation.  and  was  one  of  the 
early  presidents  of  the  AMA  Auxiliary 
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iary  managed  to  meet  the  $300.00  goal  for  the  first 
three  years,  by  1934  the  benefit  bridge  netted  only 
$46.30,  and  the  total  scholarship  fund  was  $50.00 
short. 

Happily  in  1935  the  auxiliary  was  able  to  send  the 
final  $50.00  to  the  young  doctor  who  had  made  a 
“splendid  record”  at  Harvard,  but  they  did  not  commit 
themselves  to  another  scholarship  loan  fund  right 
away. 

The  depression  also  affected  the  number  of  dues- 
paying  members.  In  1933,  under  the  presidency  of 
Mrs.  W.  J.  Rosser  (state  president  1949-50)  the  county 
had  published  its  first  yearbook,  listing  85  members. 
But  in  January  of  1934  the  treasurer  reported  65  paid 
members,  and  in  a footnote  to  secretary  Louise  Rus- 
sell’s minutes  someone  wrote  that  due  to  the  depression 
they  were  not  able  to  collect  from  everyone,  and  “we 
did  not  press  them.”  (We  now  know  however,  that  it 
does  not  take  a depression  to  make  it  hard  to  collect 
from  everyone!) 

The  dues  were  only  $2.00,  of  which  250  went  to  the 
state  and  250  to  the  national  auxiliary.  It  is  remarkable 
that  the  state  organization  managed  on  this  amount,  and 
no  wonder  that  their  scholarship  fund  was  not  very 
large.  Yet  it  was  not  until  1949  that  both  state  and 
national  auxiliaries  “jumped”  their  dues  to  $1.00 
each. 

The  health  contest  conducted  in  the  city  and  county 
schools  was  considered  the  outstanding  county  activity 
for  1934  by  president  Jesie  (Mrs.  E.  M.)  Norton.  A 
loving  cup  was  presented  to  the  winning  school. 

The  Auxiliary  also  worked  with  the  Crippled  Chil- 
dren’s Clinic,  and  in  December  won  a $20.00  prize  as 
the  organization  selling  the  most  Christmas  seals.  They 
donated  the  prize  money  back  to  the  Antitubercular 
Association. 

Even  non-member  physicians’  wives  volunteered  to 
do  their  share  of  hostessing  for  the  state  auxiliary  con- 
vention, which  met  in  Birmingham  in  April,  1934, 
under  the  presidency  of  Mrs.  J.  H.  Dodson  of  Mobile. 
The  president  of  Southern  Medical  Auxiliary,  Mrs. 
Leigh  of  Virginia,  was  a “distinguished  guest.” 

Of  the  eleven  counties  organized  at  that  time,  the 
presidents  of  the  following  reported  at  convention: 
Birmingham,  Bessemer,^  Mobile,  Montgomery, 
Madison,  Franklin,  Calhoun,  and  Etowah.  Unfortu- 
nately I have  only  the  Convention  minutes  and  not  the 
county  reports  before  me,  so  I cannot  say  much  about 
the  various  counties’  activities. 

Delegates  to  national  were  appointed  rather  than 
elected,  and  a single  well-conducted  session  was  suffi- 
cient for  state  business,  although  there  were  also,  as 
today,  pre  and  post-convention  board  meetings.  The 
auxiliary  decided  at  convention  to  purchase  enough 


2.  The  minutes  do  not  specify  Jefferson-Binningham  or  Jefferson-Bessemer. 
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handbooks  (from  national?)  for  all  state  officers  and 
committee  chairmen,  and  appointed  a committee  to 
prepare  the  first  state  yearbook. 

The  programs  presented  to  the  county  auxiliary  seem 
to  reflect  the  times.  Earlier  programs  had  a more  liter- 
ary or  cultural  flavor,  but  social  issues  were  increasing- 
ly confronted.  The  meetings  were  quite  business-like, 
although  in  November  1934,  the  secretary  noted  that 
after  some  introductions  “the  meeting  turned  into  a 
conversational  one  until  the  arrival  of  those  who  were 
to  give  us  the  program.  ’ ’ The  tardy  speaker  was  a judge 
who  spoke  on  the  Juvenile  Court  and  the  detention 
home. 

In  February,  1935,  Dr.  James  McLester  spoke  on 
“medical  economics,”  and  two  of  the  programs  for 
1937  perhaps  reflect  an  awareness  of  what  was  brewing 
in  Europe,  one  on  medicine  abroad,  and  one  on  politi- 
cal and  educational  systems  overseas. 

The  fact  that  by  1935  the  county  had  a legislative 
chairman  reminds  us  of  the  great  growth  in  the  role  of 
government  in  the  1930’s.  In  1934  the  Auxiliary’s  chief 
legislative  involvement  was  to  write  their  Congressmen 
endorsing  the  pending  Tugwell-Copeland  pure  food 
and  drug  bill.  They  also  wrote  each  literary  club  in  the 
community  urging  that  they  follow  suit.  It  was  not  until 
the  end  of  the  next  decade  that  a panel  program  on 
“medicine  in  England”  foreshadowed  legislative  in- 
volvement to  come. 

The  Auxiliary  today  has  certainly  not  changed  as 
dramatically  as  medical  science  has.  But  we  can  be 
proud  of  our  growth  and  progress.  Our  2000  plus  mem- 
bers, organized  into  34  auxiliaries  covering  37  counties 
raised  approximately  $35,000.00  for  medical  educa- 
tion and  research  (AMA-ERF). 

Montgomery  county’s  antique  show  raised  nearly 
$14,000.00  for  local  community  health  projects,  Col- 
bert county  raised  a record-setting  $62.00  per  capita  for 
AMA-ERF,  and  many  other  counties,  large  and  small, 
made  magnificent  fund-raising  efforts,  a number  of 
which  we  will  report  on  later.  Current  participation  in 
health  fairs  and  other  community  projects  will  also 
have  to  wait  for  a later  article. 

Legislative  involvement  has  become  as  much  an 
effort  to  oppose  as  to  promote  legislation,  with  Con- 
gress struggling  to  shut  their  Pandora’s  Box  of  Medi- 
care and  Medicaid  legislation.  No  one  would  pretend 
that  all  is  rosy,  nor  was  it  in  1934.  But  perhaps  the  same 
thing  that  delighted  Mrs.  Norton  and  led  her  to  forsee  a 
bright  future  for  the  medical  auxiliary,  the  spirit  of 
loyalty,  cooperation  and  friendship,  the  lack  of 
“jealous  rivalries  or  misunderstandings”  will  assure  us 
of  another  half-century  of  progress. 
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DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIQABILITY 
CONFIRMED  BY  EXPERIENCE 

DMMAHE® 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PP.OVIDE5  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset" 

• More  total  sleep  time' 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed^’ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^’"”^ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 
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flurozepom  HCI/Poche 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  p>ossibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuais  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn. upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness.  taTkativeness. 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  )Oint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT.  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g , excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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do'do  (do'do),  n. ; nl.  dodoes  or  dodos  (-doz),  [Pg.  doudo, 
prop.,  silly,  stupid. 1 1. 

A large,  heavy,  llightlcss 


bird  (bidug  ineptus), 
now  extinct,  related  to 
the  pigeons,  but  larger 
than  a turkey. 

2.  A person  who  is  simple- 
mindedly  unaware  of 
changing  conditions  and 
new  ideas.  Colloq. 
do'do-lsm  (-dfi-Tz’m),  n. 
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Assistants  - 

'The  Dodo  You  Save 
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Dodo. 


The  AMA 

puts  current  information 
at  your  fingertips. 


The  first  nationwide  medical  infor- 
mation network  brings  a new  dimension 
to  the  way  in  which  physicians  and 
other  health  care  professionals  keep 
abreast  of  the  latest  knowledge  in  their 
profession. 

Now,  through  the  use  of  a low-cost 
computer  terminal  or  personal  com- 
puter, you  can  have  instant  access  to 
authoritative  and  up-to-date  information. 
The  American  Medical  Association's 
computerized  data  bases  place  a wide 
range  of  professional  resources  at  your 
fingertips,  such  as  clinical,  ad- 
ministrative and  medical  practice  infor- 
mation, and  soon,  abstracts  of  current 
clinical  literature. 

GTE  Telenet 

Medical  Information  Network 


Adding  a new  dimension  to  the  way 
in  which  you  communicate  is  MED/ 

MAIL  electronic  mail.  With  the  same 
terminal,  you  can  send  messages  to 
your  colleagues  across  the  country  or 
across  the  city  ...  in  minutes. 

Information  that  could  take  hours  to 
acquire  through  traditional  channels  can 
now  be  gathered  in  minutes,  giving  you 
valuable  extra  time  for  other  important 
activities.  And  you  can  use  the  medical 
information  network  at  your  conven- 
ience, 24  hours  a day,  from  your  office, 
hospital  or  home. 

It's  surprisingly  economical  and  pro- 
fessionally indispensable. 

NASA 

The  Medical  Association 

Of  The  State  Of  Alabama 


For  subscription  information  please  contact: 

Burr  Ingram,  Medical  Association  of  the  State  of  Alabama, 

19  S.  Jackson  St.,  Montgomery,  Ala.,  telephone  1-263-6441  or  1-800-392-5668 


INTEGRITY  • DEPENDABILITY 


■ THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION. 


■ FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MEDI-LEASE  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS. 
OUR  REPUTATION  FOR  SERVICE,  CONVENIENCE,  AND  INTEGRITY  HAS  MEANT 
MANY  SATISFIED  CUSTOMERS. 


■ LEASING  MEANS  MORE  CAPITAL 
AVAILABLE  IMMEDIATELY  FOR 
MORE  PRODUCTIVE  INVESTING. 


■ LEASING  WITH  AMERICAN  MEDI- 
LEASE  ELIMINATES  ALL  TIME 
WASTING  HASSLES  WITH  THE 
DEALER. 


■ NO  DOWN  PAYMENT 


■ NO  SECURITY  DEPOSIT 


■ SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR. 


■ TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 


■ INVESTMENT  TAX  CREDIT 
AVAILABLE 


■ TURN  OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
ADDITIONAL  INVESTMENT. 


EXAMPLE  LEASE  RATES 
ALL  MODELS  LUXURY  EQUIPPED 


Honda  Accord  4 dr. 

$232/nio. 

Cutlass/Regal 

248/mo. 

Riviera 

378/mo. 

Cadillac  Eldorado 

454/mo. 
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Lincoln’s  Doctor’s  Dog 


Shortly  before  World  War  II,  a famous  publisher  of 
quality  books  was  asked  what  theoretical  book  would 
be  the  all-time  best-seller  based  on  what  he  knew  of 
popular  likes  and  dislikes. 

Without  a moment’s  hesitation,  he  responded  that 
such  a book  would  be  dboni  Lincoln' s Doctor’ s Dog.  In 
those  innocent  days,  the  most  revered  subjects  in  the 
country,  the  publisher  was  saying,  were,  in  order  of 
public  esteem,  the  nation’s  Civil  War  President,  the 
American  physician,  and  man’s  best  friend. 

So  far  as  I know,  the  book  was  never  written,  but  the 
point  is  that  in  the  short  space  of  less  than  half  a century 
one  of  these  objects  of  public  adoration  seems  to  have 
slipped.  The  United  States  Congress  would  not  dare 
pass  any  act,  resolution  or  other  device  questioning 
Lincoln’s  halo  or  challenging  the  dog’s  adoration  by 
perhaps  three  American  families  out  of  four. 

But  that  same  Congress  last  summer  gave  powerful 
evidence  that  it  no  longer  considers  the  American 
physician  sacrosanct.  The  Budget  Reduction  Act  of 
1984  was  not  the  first  evidence,  however,  that  Con- 
gress (which  rarely  shatters  icons)  felt  it  could  move 
with  relative  impunity  against  the  American  doctor. 
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We  had  seen  that  in  TEFRA,  in  HCFA’s  infamous 
loyalty  oath,  in  the  DRG  mandate,  and  in  other  ways  in 
the  past  two  years. 

The  history  of  the  American  Congress  in  this  century 
reveals  that  it  rarely,  if  ever,  leads  in  forming  public 
opinion.  Congress /o//ow5,  calling  to  mind  the  apoc- 
ryphal but  revealing  line  from  the  French  Revolution: 
“The  crowds  are  in  the  street.  I am  their  leader.  I must 
follow  them.’’ 

The  American  Congress,  with  rare  and  notable  ex- 
ceptions is  like  that  — Congress  leads  the  mob  in 
directions  it  was  already  heading.  This  is  perhaps  the 
most  distressing  disillusionment  with  the  American 
dream  of  representative  government.  The  national 
legislature  has  shown  far  less  inclination  than  the 
Founding  Fathers  had  hoped  to  be  men  of  stature, 
independence  and  courage  — men  who  would,  the 
Founders  thought,  care  less  for  their  own  jobs  in 
Washington,  which  were  not  seen  in  those  days  as 
full-time  employment,  than  they  would  for  the  great 
traditions  handed  down  to  them. 

All  this  changed  over  time.  Election  to  be  the  Con- 
gress was  once  sought  by  successful  farmers,  mer- 
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For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic 

(meprobamate  with 
aspirin)  e Wyeth 

An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


I 


Equagesic  ’ 

(meprobamate  with  aspirin)  e Wyeth 

(BRIEF  SUMMARY) 

DESCRIPTION; 

Each  tablet  contains  200  mg  meprobamate  and 
325  mg  aspirin 

INDICATIONS: 

Adjur>ct  in  short-term  treatment  ol  pam  accom- 
panied by  tension  and/or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pain  IS  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use.  i e over 
4 months,  has  r>ot  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS: 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compourxfs 
MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compu^ds.  e g cansoprodoi. 
mebutamate.  or  carbromal 
WARNINGS: 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemta.  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  m persons  allergic  to 
salicylates  may  result  m life-threatenmg 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chrome  intoxication  from 
prolor>ged  ingestion  of.  usually,  greater  than 
recommer>ded  doses  i$  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  m alcohol- 
ics and  others  wrth  krK>wn  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  arvj  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms, e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusional  states, 
hallucinosis,  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  in  persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  48  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  48-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  i to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks,  e g . driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION; 
An  Increaeed  risk  of  congenital  malforma- 
tiona  aaaoclated  with  minor  tranquilizera 
(meprobamate,  chlordlazepoxide.  and 
diazepam)  during  firat  trimeater  of  preg- 
nancy, haa  been  auggeated  In  several  atud- 
lea.  Because  use  of  these  drugs  la  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  Institution  of  therapy  should  be  consid- 
ered. Advise  patients  if  they  become  preg- 
nant during  therapy  or  intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  Is  present  both  in  umblllcal-cord  blood  at 
or  near  maternal  plasma  levels  snd  In 
breast  milk  of  lactating  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  is  con- 
templated In  breastfeeding  petlents.  con- 
sider the  drug's  higher  concentrations  In 


breast  milk  as  compared  to  maternal 
plasma  levels. 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic® 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 

PRECAUTIONS; 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  aniidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  m elderly  and/or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
Its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  m epileptic  patients  It 
should  be  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions. including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsir>ess.  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  last  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis 
ALLERGIC  OR  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapular  rash,  generalized 
or  confined  to  the  groin  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
p>enic  purpura,  petechiae,  ecchymoses.  eosi- 
nophilia.  peripheral  edema,  adenopathy,  fever, 
fixed  drug  eruption  with  cross-reaction  to  can- 
soprodol,  and  cross-sensitivity  between  mepro- 
bamate'mebutamate  and  meprobamate' 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm,  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis  Stevens-Johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  ’ALLERGIC  OR 
IDIOSYNCRATIC)  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphync  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets.  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE; 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  (or  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombinemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  in 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  m the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  lengtn  of  lime 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS; 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  miid-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap- 
idly and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  m 
removing  both  aspirin  and  meprobamate 
Alkalinization  of  the  urine  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out- 
put IS  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
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chants,  bankers  and  other  professional  men  who  had 
achieved  positions  of  leadership  in  their  respective 
fields.  They  felt  genuine  callings  for  public  service  as  a 
kind  of  sacrificial  contribution,  repayment  of  the  enor- 
mous debt  they  felt  they  owed  to  the  land  of  the  free. 

For  all  our  talk  today  about  the  sovereignty  of  the 
masses,  the  Founding  Fathers  feared  that  as  much  as 
they  feared  monarchies  and  theocratic  rule.  They  not 
only  eschewed  direct  rule  by  the  masses,  they  built  an 
elaborately  conceived  system  to  limit  and  dilute  the 
passions  of  the  moment  which,  they  feared,  would  lead 
to  constant  revolution.  They  designed  a republic  mod- 
eled after  that  of  classical  Greece,  where  the  early 
philosophers  saw  the  need  for  checks  and  balances  to 
prevent,  on  the  one  hand,  tyranny  from  above  and,  on 
the  other,  the  tyranny  of  mass  rule. 

The  tripartite  design  — Executive,  Legislative, 
Judiciary  — was  only  one  method  of  avoiding  the  chaos 
of  popular  passions  or  the  power  crazed  madness  of  a 
future  dictator.  The  Senate,  for  example,  was  set  up 
with  a six-year  tenure  on  the  explicit  premise  that  it 
would  counteract  the  more  direct  democratic  changes 
in  the  House  with  its  two-year  terms.  The  people  would 
be  assured  of  the  power  to  select  and  reject  their  leaders 
but  they  would  not  have  instant,  daily  access  to  the 
legislative  process  as  each  mood  change  struck  the 
populace.  In  short,  what  was  designed  was  not  direct 
democracy,  political  oratory  to  the  contrary  notwith- 
standing, but  a republic. 

The  architects  of  our  government  could  not  have 
II  foreseen  everything.  They  could  not  have  foreseen  that 
Id  200  years  later  the  natural  aristocracy  of  leaders  whose 
•*  livelihoods  depended  on  other  professions  would  large- 
n ly  disappear  and  the  election  to  Congress  would  be- 
i come  a full-time  career;  that  it  would  no  longer  be  the 
forum  of  the  farmer,  the  merchant,  the  doctor,  the 
lawyer,  but  the  private  preserve  of  professional,  full- 
time politicians  with  one  overriding  ambition  — to 
perpetuate  themselves  in  office. 

The  Greeks,  our  models,  had  a word  for  almost 
everything:  Aristocracy  meant  rule  by  the  best:  democ- 
racy, direct  rule  by  the  people;  plutocracy,  rule  by  the 
richest;  kakistocracy,  rule  by  the  worst. 

Our  early  leaders  were  aristocrats  — not  necessarily 
the  richest  but  the  best  in  terms  of  professional  achieve- 
ment, thought,  education,  selfless  dedication  to  their 
country.  This  is  no  longer  true  for  too  many  in 
Washington. 

What  physicians  have  seen,  to  their  horror,  are  the 
results  of  a purely  demographic  equation.  Lobbyists  for 
the  militant  minorities  who  want  more  and  more  hand- 
outs from  government,  can  threaten  scared  congress- 
men with  far  more  votes  than  doctors  can.  If  every 
American  physician  voted,  an  unlikely  event,  politi- 
cians know  that  number  is  totally  eclipsed  by  the  mil- 
lions of  the  organized  elderly  and  other  so-called 
minorities,  manipulated  into  believing  that  what  they 


want  is  state  medicine  and  the  way  to  get  it  is  by 
peacemeal  demolition  of  the  American  health  care  sys- 
tem. 

They  have  the  numbers;  Congress  was  less  in- 
terested, certainly  in  an  election  year,  of  being  right 
than  in  being  re-elected.  Result:  the  Participation/Non- 
Participation  travesty  offered  American  doctors,  with 
either  course  assuring  them  of  state  control. 

I am  happy  to  note  the  exceptional  courage  of  Ala- 
bama’s Congressional  delegation  and  to  add  that  South- 
ern lawmakers  are  generally  among  the  few  still  dedi- 
cated to  traditional  liberties. 

The  next  Congress  will  begin  in  January  as  far  re- 
moved from  an  election  as  is  possible  and  may  find  the 
courage  their  1 8th  century  forebears  expected  them  to 
have.  It  is  the  duty  of  every  American  physician  to 
begin  reminding  their  congressmen  of  their  rich  herit- 
age and  of  the  political  courage  they  owe  to  the  concept 
of  right  over  expediency. 
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Excess  Professional 
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Up  to  $9  Million  Coverage 

One  major  malpractice  judge- 
ment could  destroy  a lifetime  of 
savings.  With  juries  awarding 
enormous  sums,  you  need  the 
added  protection  this  program 
provides. 


Personal 

Umbrella  Coverage 

Up  to  $5  Million  Coverage 

Because  the  general  public  perceives 
physicians  as  wealthy,  they  are  targets 
for  personal  liability  claims.  Protection 
in  this  area  is  essential  for  every  physi- 
cian. Mutual  Assurance's  program  gives 
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One  jury  verdict  could  wipe  out  your  lifetime  savings 
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Liability  claims  are  skyrocketing  in  number  and  in  size.  Million-dollar  awards  are  now 
commonplace.  Physicians  are  not  only  subject  to  professional  liability,  or  "malpractice" 
claims,  but  are  highly  attractive  targets  for  personal  liability  suits.  As  someone  who  has, 
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The  Dodo  You  Save  May  Be 

Your  Own 


The  following  speech  was  delivered  to  Alabama 
medical  assistants  in  August. 

Someone  has  said  that  American  medical  practice 
will  change  more  in  the  next  few  years  than  in  the 
previous  200  years.  While  I think  that  is  hyperbole, 
even  the  casual  observer  can  see  that  revolutionary 
changes  are  afoot. 

Times  of  change  can  be  very  disruptive.  But  they  can 
also  be  creative  to  those  who  make  intelligent  choices 
while  others  are  running  with  the  foxes  or  chasing  with 
the  hounds. 

There  is  an  atmosphere  of  panic  in  some  quarters, 
which  is  not  justified  and  which  is  always  self- 
defeating.  However,  Business  Week  was  certainly  right 
when  it  said  that  for  the  American  physician  the  days  of 
opening  a practice  and  watching  the  waiting  room  fill 
are  over. 

In  some  specialties  and  in  some  locations,  the  long 
predicted  surplus  of  physicians  is  already  here.  Each 
year,  17,000  new  physicians  will  be  entering  the  mar- 


ketplace, adding  to  the  pressures. 

Even  as  the  relative  and  absolute  number  of  provid- 
ers is  increasing,  however,  the  federal  government  and 
third-party  payors  in  the  private  sector,  faced  with  their 
own  problems  of  snowballing  costs,  are  trying  to 
squeeze  all  the  water  they  can  out  of  the  nation’s  medi- 
cal bill. 

That  leaves  physicians  and  their  assistants  caught  in 
the  middle  of  opposing  forces  that  could  severely  dam- 
age the  finest  health  care  system  in  the  world.  It  is  our 
job,  I think,  to  ameliorate  these  effects  on  us  — as 
individuals  certainly,  but  also  to  see  that  patient  care 
does  not  suffer  during  the  difficult  transition. 

One  medical  market  theoretician  likens  the  changes 
facing  what  he  calls  “the  largest  business  in  the  U.S.” 
to  the  Industrial  Revolution. 

History  tells  us  that  in  that  first  industrial  revolution 
some  kept  their  heads  while  others  were  losing  theirs. 
The  planners  prospered  and  thrived,  with  minimal 
trauma.  I hope  we  can  do  the  same.  This  much  at  least  is 
certain:  Wherever  and  whenever  these  revolutionary 
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changes  occur,  the  medical  assistant  will  be  crucial  to 
the  survival  of  physicians  they  serve. 

Perhaps  we  have  already  had  a dress  rehearsal  for 
some  of  the  importance  attached  to  the  changing  role  of 
the  medical  assistant.  During  the  ongoing  medical  mal- 
practice crisis,  it  has  been  amply  demonstrated  that 
courteous  and  efficient  physicians’  offices  greatly  re- 
duce the  risk  of  liability  suits.  Medical  assistants  see 
patients  first  and  last  in  the  traditional  office  setting. 
Rude,  sullen,  hasty  or  inconsiderate  manners  have  been 
major  factors  in  many  suits  that  might  not  otherwise 
have  been  filed,  the  experts  tell  us. 

What  they  are  really  saying,  in  today’s  context,  is 
that  medical  assistants  have  already  proven  their  vital 
importance  in  marketing,  that  new  buzz  word.  By  their 
demeanor  in  past  years  they  have  often  made  the  differ- 
ence in  patient  satisfaction  with  the  service  provided. 
When  patients  are  unhappy,  we  have  learned,  they  too 
often  take  their  distress  to  a lawyer.  When  that  hap- 
pens, it  has  been  a failure  of  marketing  more  than  a 
failure  of  professional  competence.  Many  an  unhappy 
patient  quickly  became  a litigious  one. 

Turn  that  around  to  the  positive  aspects  of  marketing 
and  you  can  see  what  a great  asset  a courteous  and 
efficient  office  staff  will  be  in  the  head-to-head  com- 
petition that  has  already  begun  with  gusto.  Satisfied 
patients  spread  the  good  word;  dissatisfied  patients 
chase  others  away.  A patient  who  is  unhappy  with  his 
treatment  at  your  office  is  more  likely  than  a satisfied 
one  to  turn  to  the  newly  sprouted  doc-in-the-boxes  or 
other  alternative  care  systems.  Even  the  many  physi- 
cians who  have  no  intention  of  resorting  to  aggressive 
marketing  techniques  urgently  need  the  passive 
marketing  that  only  an  efficient,  cheerful  and  helpful 
staff  can  provide. 

Also  of  increasing  importance  is  the  capacity  of 
medical  assistants  to  enhance  the  efficiency  of  the 
physician,  who  is  under  attack  from  all  sides  to  increase 
his  productivity  vis-a-vis  total  costs.  It  is  probably  true 
in  many  highly  competitive  market  areas  that  the  effi- 
cient office  is  going  to  survive  the  period  of  shake-out 
we  are  entering.  The  inefficient,  no  matter  how  high  the 
caliber  of  services  provided,  may  be  looking  at  the 
referee  in  bankruptcy. 

That  is  just  another  way  of  saying  the  industrial 
revolution  is  real.  The  business  side  of  medical  prac- 
tice, which  may  have  enjoyed  some  fairly  easy  years  of 
seemingly  guaranteed  success,  will  be  increasingly 
crucial.  Some  years  ago,  when  a famous  and  marvel- 
ously well- written  newspaper  in  New  York  went  into 
receivership,  the  general  reaction  was  that  it  failed 
because  the  public  didn’t  appreciate  quality.  But 
another  famous  publication  put  the  whole  thing  in  its 
proper  perspective:  The  first  duty  any  newspaper  has, 
this  editor  wrote,  is  to  survive.  If  it  fails  in  that  duty  to 
the  public,  it  scarcely  matters  how  high  its  level  of 
quality  may  have  been.  Quality  then  becomes  merely 


academic. 

The  same  general  principle  applies  today  in  medicine 
as  never  before.  Your  physician  employer  may  be 
God’s  greatest  gift  to  medicine;  he  may  be  the  most 
splendid  practitioner  to  come  down  the  pike  in  this 
century.  But  none  of  his  talents  will  benefit  the  suffer- 
ing world  unless  he,  and  you,  can  survive  in  a competi- 
tive market.  His  first  duty  — to  his  patients,  to  himself, 
to  you,  and  to  medicine  — is  to  survive.  If  he  fails  in 
that,  he  fails  in  everything. 

And  this  is  a new  predicament.  Professional  com- 
petency has,  in  the  past,  more  or  less  guaranteed  even- 
tual success  in  practice.  Those  days  have  ended, 
perhaps  forever. 

Following  are  some  of  the  things  I believe  are  impor- 
tant to  physicians  and  their  assistants  in  this  brave  new 
world  we  are  entering. 

In  the  past,  physicians  tended  to  make  practice  deci- 
sions, with  no  great  study,  on  the  basis  of  their  “gut 
feelings.’’  The  favorable  balance  of  supply  and  de- 
mand equation  almost  assured  them  that  any  decision 
worked.  Unfortunately,  that  phenomenon  convinced 
many  of  them  that  the  same  kind  of  off-the-cuff  judg- 
ments will  work  in  the  future.  There  are  reasons  to 
doubt  that. 

Where  to  locate  an  office,  when  to  expand  in  number 
of  doctors,  and  whether  to  purchase  specialized  and 
expensive  equipment  were  historically  decisions  that 
were  made  with  little  in  the  way  of  business  planning. 
Those  days  are  gone. 

The  supply  and  demand  equation  is  shifting,  as  more 
providers  are  competing  for  tightened  resources. 

The  rude  awakening  for  many  doctors  is  that  they  are 
now  under  intense  competition  for  the  same  patients  — 
from  hospital  outpatient  and  satellite  clinics,  from 
HMOs,  from  medical  convenience  centers,  including 
franchised  practices,  and  other  forces. 

All  the  while,  health  care  practices  are  becoming 
increasingly  complex  and  expensive.  Liability  insur- 
ance continues  to  rise.  New  technology  is  being 
announced  almost  daily.  The  complex  computer  chal- 
lenges of  third-party  payors  require  complex  re- 
sponses. And  so  on. 

A durable  medical  practice,  then,  must  plan  effec- 
tively for  the  long  haul  now,  just  as  any  successful 
business  does.  A physician  who  might  be  able  to  pro- 
vide the  highest  quality  care  in  his  specialty  may  not 
survive  if  his  delivery  system  is  not  competitive  with 
that  of  others. 

Business  planning,  sometimes  called  long-range 
planning,  has  become  essential.  This  is  the  process  by 
which  any  delivery  of  goods  and  services  provides  for  a 
framework  of  growth  and  development.  A medical 
practice’s  business  plan  is  its  blueprint  for  the  future.  It 
must  have  a realistic  chance  for  success.  And  it  must  be 
flexible  enough  to  allow  for  fine-tuning  along  the  way. 

Unfortunately  for  physicians,  they  are  not  pro- 
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Fluid  retention  and  edema  have  been  associated  with  Motrin  Tablets;  use  with  caution  in  patients 
with  a history  of  cardiac  decompensation  or  hypertension.  In  patients  with  renal  impairment, 
reduced  dosage  may  be  necessary  Prospective  studies  of  Motrin  Tablets  safety  in  patients  with 
chronic  renal  failure  have  not  been  done 
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Coumarin  bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 

Pregnancy  and  nursing  mothers;  Motrin  should  not  be  taken  during  pregnancy  or  by  nursing 
mothers 

Adverse  Reactions:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  of  which  one  or  more  occurred  in  4%  to  16%  of  the  patients 
Incidence  Greater  than  Wo  (but  less  lhan  3Vo)-Probable  Causal  Relationship 
Gastrointestinal:  Nausea*  epigastric  pain*  heartburn,*  diarrhea,  abdominal  distress,  nausea 
and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating 
and  flatulence).  Central  Nervous  System:  Dizziness,*  headache,  nervousness;  Dermatologic: 
Rash*  (including  maculopapular  type),  pruritus.  Special  Senses:  Tinnitus,  Metabolic/Endocrine: 
Decreased  appetite;  Cardiovascular:  Edema,  fluid  retention  (generally  responds  promptly  to 
drug  discontinuation;  see  PRECAUTIONS) 

Incidence  less  than  1%— Probable  Causal  Relationship** 

Gastrointestinal;  Gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  gastrointestinal 
hemorrhage,  melena,  gastritis,  hepatitis,  laundice,  abnormal  liver  function  tests.  Central 
Nervous  System;  Depression,  insomnia,  confusion,  emotional  lability,  somnolence,  aseptic 
meningitis  with  fever  and  coma.  Dermatologic:  Vesiculobullous  eruptions,  urticaria,  erythema 
multiforme,  Stevens- Johnson  syndrome,  alopecia.  Special  Senses:  Hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision)  (see  PRECAU- 
TIONS). Hematologic:  Neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (some- 
times Coombs  positive),  thrombocytopenia  with  or  without  purpura,  eosinophilia,  decreases  in 
hemoglobin  and  hematocrit.  Cardiovascular:  Congestive  heart  failure  in  patients  with  marginal 
cardiac  function,  elevated  blood  pressure,  palpitations;  Allergic:  Syndrome  of  abdominal  pain, 
fever,  chills,  nausea  and  vomiting;  anaphylaxis,  bronchospasm  (see  CONTRAINDICATIONS). 
Renal:  Acute  renal  failure  in  patients  with  pre-existing  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  Dry  eyes 
and  mouth,  gingival  ulcer,  rhinitis. 

Incidence  less  than  Wo— Causal  Relationship  Unknown** 

Gastrointestinal:  Pancreatitis,  Central  Nervous  System:  Paresthesias,  hallucinations,  dream 
abnormalities,  pseudotumor  cerebri.  Dermatologic:  Toxic  epidermal  necrolysis,  photoallergic 
skin  reactions.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  Bleeding 
episodes  (eg.,  epistaxis,  menorrhagia),  Metabolic/Endocrine:  Gynecomastia,  hypoglycemic 
reaction.  Cardiovascular:  Arrhythmias  (sinus  tachycardia,  sinus  bradycardia);  Allergic:  Serum 
sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Renal:  Renal  papillary 
necrosis, 

*Reactions  occurring  in  3%  to  9%  of  patients  treated  with  Motrin.  (Those  reactions  occurring  in 
less  than  3%  of  the  patients  are  unmarked.) 

**Reactions  are  classified  under  "Probable  Causal  Relationship  (PCR)"  if  there  has  been  one 
positive  rechallenge  or  if  three  or  more  cases  occur  which  might  be  causally  related  Reactions 
are  classified  under  "Causal  Relationship  Unknown"  If  seven  or  more  events  have  been  reported 
but  the  criteria  for  PCR  have  not  been  met 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug  is  acidic 
and  excreted  in  the  urine  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration;  Rheumatoid  arthritis  and  osteoarthritis.  Suggested  dosage  is  300, 
400,  or  600  mg  t i.d.  or  q.i  d.  Do  not  exceed  2400  mg  per  day  Mild  to  moderate  pain  400  mg 
every  4 to  6 hours  as  necessary. 

Caution:  Federal  law  prohibits  dispensing  without  prescription  med  b-z-S 
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grammed  this  way.  They  tend  to  sit  down  and  mull 
something  over  for  a few  minutes,  reach  decisions 
based  on  little  research,  and  then  rush  off  to  rounds, 
having  solved  that  problem.  While  they  make  short 
shrift  of  the  future,  however,  their  competitors  are 
poring  over  demographic  tables,  personal  income 
tables,  precise  data  on  the  age  and  sex  of  those  in  their 
practice  areas  — all  involving  strategies  for  reaching 
clearly  defined  goals  in  a rapidly  shifting  environment. 

The  luxury  of  drifting  with  the  tides  and  prevailing 
winds  is  ancient  history.  We  have  entered  the  era  of 
precise  navigation  — Plan  or  Perish. 

One  of  the  major  imponderables  right  now  is  the 
future  of  the  hospital,  our  traditional  workplace.  If 
hospitals  encounter  continued  cost  squeezes,  will  they 
be  as  willing  as  in  the  past  to  finance  state-of-the-art 
equipment  supporting  many  of  their  physicians?  Will 
some  hospitals  close  or  merge  because  of  the  pressures? 
And  if  this  happens,  will  the  resulting  environment  be 
better  or  worse  for  the  particular  practitioner,  and  in 
what  ways?  Can  private  practices  begin  offering  ser- 
vices that  may  be  abandoned  by  hospitals? 

What  are  the  consumers  looking  for  in  this  helter- 
skelter  market?  Do  you  know?  Across  the  nation  every- 
one is  demanding  what  Americans  have  always 
dreamed  of  getting,  more  for  less.  Frequently  the  way  a 
patient  perceives  what  he  gets  is  more  important  than 
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the  reality,  another  example  of  the  importance  of 
medical  assistants  in  the  marketing  world  we  have 
entered. 

What  is  industry  and  big  business  demanding  and 
what  have  others  — our  competitors  — offered?  Is  it 
really  more  or  are  they  selling  the  sizzle  instead  of  the 
steak? 

Private  practice  consultants  say  that  most  American 
physicians  claim  that  they  know  their  practice  areas  and 
their  patients,  when  in  fact  they  are  babes  in  the  woods 
of  the  new  marketing  challenges.  Many  have  never 
given  a thought  as  what  their  target  group  shall  be,  but 
they  fail  now  at  their  peril.  Demographic  research  has 
been  used  for  years  by  hospitals,  along  with  other  major 
businesses,  in  their  future  planning.  The  modem  physi- 
cians can  scarcely  afford  to  ignore  such  tools.  He  may 
have  never  before  given  any  thought  to  the  “fertility 
ratio”  in  his  practice  area  but  this  may  now  be  cmcial, 
certainly  for  some  specialties. 

Outpatient  clinics  and  franchised  medical  conveni- 
ence centers  will,  you  may  be  sure,  base  their  locations 
and  business  strategies  on  all  the  available  demo- 
graphics and  on  the  intricately  detailed  advice  of  con- 
sultants. If  the  private  practitioner  does  not  avail  him- 
self of  similar  expertise,  he  may  have  set  the  stage  for 
failure  in  the  physician’s  first  duty,  survival. 

None  of  us  can  foretell  the  future.  Who  among  us 
two  years  ago  could  have  predicted  the  course  of  events 
now  unfolding?  But  we  can  adopt  flexible  strategies  for 
coping  with  the  changes  that  surely  lie  ahead  — and 
coping  in  reasoned,  systematic  ways  instead  of  the 
“gut-feeling”  approach  that  served  well  enough  in  the 
past. 

If  it  has  appeared  that  I am  an  instant  expert  on  all 
this,  let  me  hasten  to  affirm  my  amateur  status.  I am  a 
stranger  here  myself.  But  I have  been  looking  at  the 
changing  reality  of  medical  practice  and  concluded  that 
those  of  us  who  refuse  to  change  may  soon  go  the  way 
of  the  dodo. 

In  our  groping  and  general  confusion,  we  need 
bright,  well-informed  and  efficient  medical  assistants 
more  than  ever  now.  In  fact,  whether  some  physicians 
join  the  dodo  or  not  may  be  more  in  the  medical  assis- 
tants’ hands  than  ours. 

Thank  you. 
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GREAT  EXPECTATIONS 

become  proven  facts  with  . . . 


CORTISPORIN*  OTIC 
Solution/  Suspension 

STERILE  (POLYMYXIN  B- 
NEOMYCIN-HYDROCORTISONE) 


• Broad  antibiotic  spectrum  • PLUS  hydrocortisone  for  relief  of  inflammation  and  pain 


Clinical  Efficacy 


Suspension 


Total  ears 

93 

Responders 

Solution 

91  (97.8%) 

Total  ears 

107 

Responders 

Combined  suspension 
and  solution 

104  (97.2%) 

Total  ears 

200 

Responders 

195  (97.5%) 

Adapted  from  Cassisi  etal.' 

REFERENCE: 

1.  Cassisi  N,  Cohn  A.  Davidson  T,  et  al:  Diffuse  otitis  externa:  Clinical 
and  microbiologic  findings  in  the  course  of  a muiticenter  study  on  a 
new  otic  solution.  Ann  Otol Rhinol  Laryngol 86(suppl  39,  pt  3):1-16, 
1977. 


SUSPENSION  AND  OTIC  SOLUTION  (COMBINED 
RESULTS  FROM  4-CENTER  STUDY) 


“In  159  of  163  clinically  evaluated  patients, 
the  otic  preparation  (solution  or  suspension) 
was  rated  clinically  effective,  giving  a clinical 
effectiveness  for  acute  diffuse  external  otitis 
of  97.5%f^  (Emphasis  added.) 

EFFICACY  RATES  FOR  OTIC 


Cortisporin'  Otic  Suspension  Sterile  (Polymyxin  B-Neomycin-Hydrocortisone) 

Description:  Each  cc  contains: 

Aerosponn"  (Polymyxin  B Sulfate)  10.000  units.  Neomycin  sulfate  (equivalent  to 
3.5  mg  neomycin  base)  5 mg.  Hydrocortisone  10  mg  (1%|. 

The  vehicle  contains  the  Inactive  ingredients  cetyl  alcohol,  propylene  glycol, 
polysorbate  80.  water  for  iniection  and  thimerosal  (preservative)  0.01%, 

Indications:  For  the  treatment  of  superficial  bacterial  infections  of  the  external 
auditory  canal  caused  by  organisms  susceptible  to  the  action  of  the  antibiotics, 
and  for  the  treatment  of  Infections  of  mastoidectomy  and  fenestration  cavities 
caused  by  organisms  susceptible  to  the  antibiotics. 

Precautions:  This  drug  should  be  used  with  care  in  cases  of  perforated  eardrum 
and  in  long-standing  cases  of  chronic  otitis  media  because  of  the  possibility  of 
ototoxicity  caused  by  neomycin 

Cortisporin'  Otic  Solution  Sterile  (Polymyxin  B-Neomycin-Hydrocortisone| 

Description:  Each  cc  contains 

Aerosporin’  (Polymyxin  B Sulfate)  10,000  units.  Neomycin  sulfate  (equivalent  to 
3 5 mg  neomycin  base)  5 mg.  Hydrocortisone  10  mg  (1%), 

The  vehicle  contains  the  inactive  ingredients  cupric  sulfate,  glycerin,  hydrochloric  acid,  propylene 
glycol,  water  (or  injection  and  potassium  metabisulfite  (preservative)  01%. 

Indications:  For  the  treatment  of  superficial  bacterial  infections  of  the  external  auditory  canal 

caused  by  organisms  susceptible  to  the  action  of  the  antibiotics 

Precautions:  This  drug  should  be  used  with  care  when  the  Integrity  of  the  tympanic  membrane 

IS  in  question  because  of  the  possibility  of  ototoxicity  caused  by  neomycin 

Adverse  Reactions:  Stinging  and  burning  have  been  reported  when  this  drug  has  gained  access 

to  the  middle  ear 

Contraindications,  Warnings,  Precautions  and  Adverse  Reactions  Common  to  Both 
Products 

Contraindications:  These  products  are  contraindicated  in  those  individuals  who  have  shown 
hypersensitivity  to  any  of  the  components,  and  in  herpes  simplex,  vaccinia  and  varicella. 


Warnings:  As  with  other  antibiotic  preparations,  prolonged  treatment  may  result 
In  overgrowth  of  nonsusceptible  organisms  and  fungi.  If  the  Infection  Is  not  Improved 
after  one  week,  cultures  and  susceptibility  tests  should  be  repeated  to  verify  the 
identity  of  the  organism  and  to  determine  whether  therapy  should  be  changed 
When  using  neomycin-containing  products  to  control  secondary  Infection  in  the 
chronic  dermatoses,  such  as  chronic  otitis  externa.  It  should  be  borne  in  mind  that 
the  skin  in  these  conditions  is  more  liable  than  Is  normal  skin  to  become  sensitized 
to  many  substances,  including  neomycin.  The  manifestation  of  sensitization  to 
neomycin  is  usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching:  it 
may  be  manifest  simply  as  a failure  to  heal  During  long-term  use  of  neomycin- 
containing  products,  periodic  examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  ate  observed  These  symptoms 
regress  quickly  on  withdrawing  the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter 

Precautions:  If  sensitization  or  irritation  occurs,  medication  should  be  discontinued 
promptly.  Patients  who  prefer  to  warm  the  medication  before  using  should  be  cautioned  against 
heating  the  solution  above  body  temperature,  in  order  to  avoid  loss  of  potency 
Treatment  should  not  be  continued  for  longer  than  ten  days.  Allergic  cross-reactions  may  occur 
which  could  prevent  the  use  of  any  or  all  of  the  following  antibiotics  for  the  treatment  of  future 
infections:  kanamycin,  paromomycin,  streptomycin,  and  possibly  gentamicin. 

Adverse  Reactions:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  There  are  articles 
in  the  current  literature  that  indicate  an  increase  in  the  prevalence  of  persons  sensitive  to  neomycin 
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Ebstein-Barr  Virus  Infection 
An  Evolving  Disease 
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Ebstein-Barr  virus  (EBV)  is  the  etiologic 
agent  of  infectious  mononucleosis  (IM).  IM 
typically  affects  older  adolescents  and  young 
adults  and  is  manifested  by  fever,  cervical  lym- 
phadenopathy,  and  splenomegaly.  The  illness 
usually  is  self-limited  but  complications  are  re- 
corded. Characteristic  hematologic  abnormal- 
ities include  absolute  and  relative  lymphocyto- 
sis with  atypical  lymphocytes  (Downey  cells). 
Diagnosis  is  accomplished  serologically  by 
demonstrating  heterophil  antibodies  and  in 
special  circumstances  EBV-specifIc  antibodies. 
Treatment  is  supportive  with  glucocorticoid 
administration  reserved  for  severe  complica- 
tions. EBV  is  associated  with  Burkitt’s  lympho- 
ma and  nasopharyngeal  carcinoma.  In  the  im- 
munosuppressed  host,  EBV  infection  may 
progress  to  a disseminated  lymphoproliferative 
disease,  agammaglobulinemia  or  aplastic  ane- 
mia. 
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^ Medical  Student.  School  of  Primary  Medical  Care,  University  of  Alabama  School 
of  Medicine.  Huntsville  Program,  201  Governors  Drive.  S.W,,  Huntsville,  Alabama 
35801. 


Ebstein-Barr  virus  (EBV)  is  a double-stranded  DNA 
virus  of  the  herpesvirus  group.  In  1968  EBV  was 
established  as  the  cause  of  infectious  mononucleosis 
(IM)  and  other  studies  suggest  that  EBV  is  associated 
with  Burkitt’s  lymphoma  and  nasopharyngeal  carcino- 
ma. In  addition  serious  complications  may  manifest 
during  IM  and  the  infection  may  plague  the  immuno- 
suppressed  host  and  progress  to  a fatal  lymphoprolif- 
erative disorder,  agammaglobulinemia  or  aplastic 
anemia.'  We  present  three  cases  of  IM  with  unusual 
complications  and  review  the  pertinent  literature  on 
EBV  infection. 

Report  of  Cases 

Case  #1 

An  18  year  old  male  was  admitted  to  the  hospital 
with  a one  week  history  of  fever,  sore  throat,  and 
progressive  difficulty  in  breathing  and  swallowing. 
Physical  examination  disclosed  an  ill  appearing  male 
with  a temperature  of  lOTF  who  was  mouth  breathing 
and  unable  to  recline  without  respiratory  distress.  He 
had  marked  tonsillar  hypertrophy  with  a purulent  ex- 
udate and  partial  airway  obstruction.  Anterior  and  pos- 
terior cervical  as  well  as  inguinal  lymphadenopathy 
were  present.  Laboratory  values  included  a leukocyte 
count  of  1 8,300/cu  mm  with  57  percent  lymphocytes  of 
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which  16  percent  were  atypical.  A Monospot®  test  was 
positive.  The  patient  was  started  on  intravenous 
aqueous  penicillin  G,  10  million  units/day,  and  oral 
prednisone,  60  mg/day,  without  improvement  and  sub- 
sequently a tonsillectomy  and  adenoidectomy  were 
performed  to  relieve  airway  obstruction.  He  was  dis- 
charged after  an  uneventful  postoperative  course  and 
suffered  no  further  complications. 

Case  #2 

A 24  year  old  female  was  admitted  to  the  hospital 
with  a two  week  history  of  periorbital  edema,  sore 
throat,  fever,  and  malaise,  and  a one  week  history  of 
menorrhagia,  recurrent  epistaxis,  and  orthostatic  dizzi- 
ness. Physical  examination  was  unremarkable  except 
for  enlarged  cervical  lymph  nodes  and  petechiae  on  the 
soft  palate  and  lower  extremities.  Laboratory  values 
included  a leukocyte  count  of  16,700/cu  mm  with  72 
percent  lymphocytes  and  many  atypical  lymphocytes, 
hemoglobin  9.2  gm/dl,  and  platelet  count  12,000/cu 
mm.  A Monospot®  test  was  positive.  A bone  marrow 
biopsy  was  normal  except  for  an  increase  in  megakary- 
ocytes. The  patient  was  started  on  oral  prednisone  60 
mg/day.  Over  the  next  three  days  the  platelet  count 
increased  to  128,000/cu  mm  and  menses  ceased.  The 
patient  was  discharged  on  tapering  doses  of  oral  predni- 
sone and  recovered  without  additional  incident. 
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Case  #3 

A 15  year  old  male  was  seen  in  the  emergency  room 
with  a three  day  history  of  fever,  anorexia,  and  malaise. 
Physical  examination  revealed  an  ill  appearing  male 
with  a temperature  of  100.8°F.  Cervical  lymphade- 
nopathy  was  prominent  and  there  was  splenomegaly. 
Laboratory  results  showed  a leukocyte  count  of  8,200/ 
cu  mm  with  5 1 percent  lymphocytes  of  which  27  per- 
cent were  atypical  and  a positive  Monospot®  test.  The 
patient  was  discharged  to  bedrest  at  home.  At  home  he 
sustained  two  grand  mal  seizures  and  gradually  recov- 
ered without  further  complications. 

Our  three  cases  occurred  in  young  adults  and  demon- 
strated three  unusual  complications  consisting  of  air- 
way obstruction,  thrombocytopenia,  and  grand  mal 
seizures. 

Discussion 


IM  occurs  in  a worldwide  distribution  and  is  con- 
tracted asymptomatically  earlier  in  life  by  children  in 
developing  countries  or  with  a lower  socioeconomic 
status.  Conversely  the  majority  of  clinically  apparent 
IM  occurs  in  young  adults  of  a higher  socioeconomic 
group  to  whom  the  disease  is  transmitted  later  in  life.  ■ 
Thus,  college  students  account  for  the  highest  preva- 
lence of  symptomatic  IM  in  the  United  States.^ 

Transmission  of  IM  is  presumed  to  occur  from  per- 
son to  person  via  infected  oral  secretions  and  rarely  [ 
after  transfusion.  Individuals  with  IM  can  secrete  EBV 
in  the  oropharynx  months  after  clinical  disease  as  can 
persons  with  asymptomatic  illness.  Viremia  follows 
acquisition  of  EBV  with  resultant  seeding  of  the  lym- 
phoreticular  system.  Lymphadenopathy,  nasopha- 
ryngeal lymphoid  hyperplasia,  and  splenomegaly  ; 
ensue.  ^ 

Although  the  literature  is  replete  with  atypical  pre- 
sentations and  complications  of  IM,  the  clinical  man- 
ifestations often  are  uniform.  The  infection  frequently 
occurs  in  the  older  adolescent  and  young  adult.  Prod-  [ 
romal  symptoms  include  fatigue,  malaise,  feverish-  I 
ness,  anorexia,  and  distaste  for  cigarette  smoking. 
Headache,  nausea  and  vomiting  are  not  unusual.  The 
most  common  symptom  is  sorethroat  of  increasing 
severity.'^  \ 

A characteristic  triad  of  physical  signs  is  found  in 
over  50  percent  of  patients  and  consists  of  fever,  cervi- 
cal lymphadenopathy,  and  splenomegaly.  Fever  invari- 
ably is  present,  ranges  between  38°  and  39.5°C  (100° 
and  1 03°F)  and  persists  for  two  to  three  weeks . Cervical  : 
lymphadenopathy,  especially  involving  the  posterior 
cervical  nodes,  also  is  a constant  accompaniment  of 
IM.  The  nodes  become  prominent  by  the  end  of  the  first 
week,  persist  /or  another  week,  and  then  gradually 
remit  over  the  ensuing  two  weeks.  In  50  to  75  percent  of  ■ I 
patients  splenomegaly  develops.  The  spleen  is  tender 
and  repeated  palpation  can  cause  splenic  rupture.  Sple- 
nomegaly  usually  regresses  in  one  month. ^ i 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  CO.  literature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications;  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuna,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs 
Warnings:  Do  not  use  potassium  supplements,  dietary  or  other- 
wise, unless  hypokalemia  develops  or  dietary  intake  of  potas- 
sium is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia 
can  occur,  and  has  been  associated  with  cardiac  irregularities.  It 
IS  more  likely  in  the  severely  ill.  with  urine  volume  less  than  one 
liter/day.  the  elderly  and  diabetics  with  suspected  or  confirmed 
renal  insufficiency.  Periodically,  serum  K'*'  levels  should  be  deter- 
mined If  hyperkalemia  develops,  substitute  a thiazide  alone, 
restrict  K'*'  intake  Associated  widened  QRS  complex  or  arrhyth- 
mia requires  prompt  additional  therapy.  Thiazides  cross  the 
placental  barrier  and  appear  in  cord  blood  Use  in  pregnancy 
requires  weighing  anticipated  benefits  against  possible  hazards, 
including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  tri- 
amterene may  appear  in  breast  milk.  If  their  use  is  essential,  the 
patient  should  stop  nursing.  Adequate  information  on  use  in 
children  is  not  available.  Sensitivity  reactions  may  occur  in 
patients  with  or  without  a history  of  allergy  or  bronchial  asthma. 
Possible  exacerbation  or  activation  of  systemic  lupus  erythe- 
matosus has  been  reported  with  thiazide  diuretics 
Precautions:  Do  periodic  serum  electrolyte  determinations  (par- 
ticularly important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B 
or  corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and 
serum  creatinine  determinations  should  be  made,  especially  in 
the  elderly,  diabetics  or  those  with  suspected  or  confirmed  renal 
insufficiency.  Cumulative  effects  of  the  drug  may  develop  in 
patients  with  impaired  renal  function  Thiazides  should  be  used 
with  caution  in  patients  with  impaired  hepatic  function  They  can 
precipitate  coma  in  patients  with  severe  liver  disease.  Observe 
regularly  for  possible  blood  dyscrasias,  liver  damage,  other  idio- 
syncratic reactions  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  and  hemolytic  anemia  have 
been  reported  with  thiazides  Thiazides  may  cause  manifestation 
of  latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may 
be  decreased  when  used  concurrently  with  hydrochlorothiazide; 
dosage  adjustments  may  be  necessary.  Clinically  insignificant 
reductions  in  arterial  responsiveness  to  norepinephrine  have 
been  reported  Thiazides  have  also  been  shown  to  increase  the 
' 1 paralyzing  effect  of  nondepolanzing  muscle  relaxants  such  as 
'“I  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do 
I periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Anti- 
Jw;  hypertensive  effects  may  be  enhanced  in  post-sympathectomy 
patients  Use  cautiously  in  surgical  patients  Triamterene  has 
been  found  in  renal  stones  in  association  with  the  other  usual 
^ calculus  components.  Therefore.  Dyazide  should  be  used  with 
^ caution  in  patients  with  histones  of  stone  formation  A few  occur- 
K rences  of  acute  renal  failure  have  been  reported  in  patients  on 
re  Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
ki  advised  in  administering  nonsteroidal  anti-inflammatory  agents 
with  Dyazide'.  The  following  may  occur  transient  elevated  BUN 
or  creatinine  or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuricemia  and  gout, 
digitalis  intoxication  (in  hypokalemia),  decreasing  alkali  reserve 
with  possible  metabolic  acidosis  Dyazide  interferes  with  fluores- 
cent measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide , but  should  it  develop,  corrective  measures  should  be 
taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods  Corrective  rrlfeasures  should  be 
instituted  cautiously  and  serum  potassium  levels  determined 
Discontinue  corrective  measures  and  Dyazide'  should  labora- 
tory values  reveal  elevated  serum  potassium  Chloride  deficit 
may  occur  as  well  as  dilutional  hyponatremia  Concurrent  use 
with  chlorpropamide  may  increase  the  risk  of  severe  hypo- 
natremia Serum  PBI  levels  may  decrease  without  signs  of  thyroid 
disturbance  Calcium  excretion  is  decreased  by  thiazides 
Dyazide'  should  be  withdrawn  before  conducting  tests  tor  para- 
thyroid function 

Thiazides  may  add  to  or  potentiate  the  action  of  other  anfihyper- 
tensive  drugs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk 
of  lithium  toxicity 

Adverse  Reeetlons:  Muscle  cramps,  weakness,  dizziness,  head- 
ache, dry  mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity, 
purpura,  other  dermatological  conditions,  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  disturbances,  pos- 
tural hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics)  Necrotizing  vasculitis  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema  transient  blurred  vision,  sialade- 
niti-s  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  lourxJ  in  renal  stones  in  association  with  other  usual 
calculus  componenis.  Rare  incidents  of  acute  interstitial  nephritis 
have  been  reported  Impotence  has  been  reported  in  a tew 
patients  on  Cjyazide',  although  a causal  relationship  has  not 
been  established 
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Tciking  The  Bite  Out  Of  The  Beat; 


Some  Wall  Street  investors  spend  a lot  of  time 
looking  over  their  shoulder.  Even  during  bull 
markets,  when  things  are  surging  ahead,  they 
worry  about  the  bear  showing  up  to  take  a bite 
out  of  them. 

But  you  can  get  the  best  of  the  bull  and  take  the 
bite  out  of  the  bear,  if  you  join  the  Payroll  Sav- 
ings Plan  and  buy  US.  ^vings  Bonds  every  payday. 

Bonds  have  a variable  interest  rate,  so  when 
the  bull  is  leading  the  Wall  Street  parade,  you 


get  to  share  in  those  higher  returns.  And  where  ! 

others  may  quake  at  the  coming  of  the  bear, 
you’re  protected  by  a guaranteed  minimum.  j 

Bonds  let  you  relax  and  enjoy  the  bull  markets, 

knowing  that  if  the  bear  does 

make  an  ap-  % 

pearancejor  f ^ 

you,\\\s  XcUV\3  ^ * 
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In  children  and  older  adults  and  the  elderly,  the 
clinical  presentation  of  IM  is  more  inclined  to  vary 
from  the  norm.  Children  are  more  likely  to  be  asymp- 
tomatic and  older  adults  and  the  elderly  tend  to  be  more 
severely  ill  with  a longer  febrile  period,  increased  liver 
involvement,  and  often  absent  pharyngeal  exudate.^ 

Other  less  frequent  manifestations  of  IM  are  pha- 
ryngeal exudate,  hepatomegaly,  periorbital  edema,  and 
jaundice.  Although  rash  is  reported  in  a minority  of 
cases,  the  incidence  approaches  100  percent  when 
ampicillin  is  administered  to  patients  with  IM.  The 
mechanism  of  ampicillin  rash  in  IM  is  unknown  and  its 
presence  does  not  preclude  future  safe  use  of  ampicillin 
or  penicillins.'^ 

The  clinical  course  of  IM  generally  is  self-limited 
with  a two  to  three  week  duration.  A prolonged  period 
of  malaise  and  weakness  may  last  for  weeks  and  tran- 
sient recrudescence  of  fever,  sorethroat,  and  lym- 
phadenopathy  is  described.  True  recurrence  of  illness 
after  prolonged  well-being  is  said  to  be  rare.'^  Fatalities 
in  IM  are  documented  and  are  attributed  to  splenic 
rupture,  neurological  complications,  respiratory  ob- 
struction, secondary  infection,  and  liver  failure.^ 

Complications  of  IM,  though  highly  publicized,  are 
exceedingly  uncommon.  Nervous  system  involvement 
may  appear  at  any  time  during  the  course  of  IM  and 
rarely  may  occur  in  the  absence  of  other  systemic 


symptoms.  Encephalitis,  meningoencephalitis,  sei- 
zures, peripheral  neuritis,  Guillain-Barre  syndrome, 
and  spinal  cord  disease  are  recorded.^  Hematologic 
complications  also  exhibit  a variable  time  relationship 
to  the  clinical  progression  of  IM.  Hemolytic  anemia 
usually  is  mild  and  is  caused  by  cold  agglutinins 
directed  against  the  red  cell  i antigen.  Aplastic  anemia 
also  has  been  reported.  Although  mild  thrombocy- 
topenia is  not  uncommon,  severe  thrombocytopenia 
accompanied  by  hemorrhagic  phenomena  is  rare. 
Thrombocytopenia  is  secondary  to  increased  platelet 
destruction  often  in  association  with  antiplatelet 
antibodies.* 

Liver  dysfunction  during  IM  ranges  from  asymp- 
tomatic elevation  of  the  liver  function  tests  to  massive 
parenchymal  necrosis.  Reported  pulmonary  complica- 
tions include  interstitial  infiltrates  and  pleural  effusion. 
Upper  airway  obstruction  may  occur  and  results  from 
pharyngeal  edema  and  tonsillar  hypertrophy.  Splenic 
rupture  is  a late  complication  of  IM  and  is  manifested 
by  abdominal  pain  and  distention,  weakness,  and  a 
falling  hematocrit.'^ 

The  diagnosis  of  IM  is  suggested  by  the  clinical 
picture  and  confirmed  by  laboratory  parameters. 
Hematologic  abnormalities  include  an  absolute  and  rel- 
ative lymphocytosis.  Mononuclear  cells  (lymphocytes 
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There  is  a Name  for 
Quality  Psychiatric  Care 


And  Here's  Where  Thai  \ 


eadership  Stands  Outin  Alabama. 


For  many  patients,  the  most  effective 
treatment  can  be  best  delivered  by 
psychiatrists,  working  with  highly 
qualified  professionals,  in  a free- 
standing hospital  whose  entire  staff 
is  dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
and  implement  an  individualized 
treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  hospital 
and  the  referring  professional,  about 
the  patient’s  status.  All  psychiatrists 
on  staff  are  Board  Certified  or  Board 
Eligible.  There  is  a wide  variety  of 
therapies  available  to  enhance 
individualized  treatment.  And  every 
Charter  Medical  Hospital  has  been 
designed  to  provide  a modem  thera- 
peutic environment  to  promote  your 
patient’s  recovery. 

Here’s  where  you  can  expect  to 
find  this  outstanding  leadership 
in  Alabama. 

Charter  Retreat  Hospital 
2205  Beltline  Road 
Decatur,  Alabama  35602 
(205)  350-1450 

Beds:  104 
Psychiatric  Staff:  9 
Programs:  Adult  and  Adolescent 
F^sychiatric;  Adult  and  Young  Adult 
Addictive  Disease 

Other  Programs:  Counseling  and 
Intervention  Services  in  Florence 
and  Fluntsville;  Off-Premise,  Out- 
patient Adolescent  in  P'lorence,  AL 

For  further  information  about 
Charter  Retreat  or  admission 
procedures,  contact: 

Medical  Director:  T.K.  Lewis,  M.D. 
Hospital  Administrator:  Jim  Johnson 


Charter  Woods  Hospital 
700  Cottonwood  Road 
Dothan,  Alabama  36302 
(205)  793-6660 

Beds:  75 

Psychiatric  Staff:  4 
Programs:  Adult  and  Adolescent 
Psychiatric:  Adult  and  Adolescent 
Addictive  Disease 

Other  Programs:  Counseling  and 
Intervention  Services,  and  Employee 
Assistance  Programs  in  Panama  City, 
Fla.,  Montgomery  and  Dothan,  Ala. 

For  further  information  about 
Charter  Woods  or  admission 
procedures,  contact: 

Medical  Director: 

Sam  C.  West,  Jr.,  M.D. 

Hospital  Administrator: 

Michael  A.  Zieman 

Charter  Southland  Hospital 

251  Cox  Street 
Mobile,  Alabama  36607 
(205)  432-8811 

Beds:  84 

Psychiatric  Staff:  15 
Programs:  Adult  and  Adolescent 
Psychiatric;  Adolescent  and  Adult 
Addictive  Disease 

Other  Programs:  Off-Premise 
Family  Intervention;  Employee 
Assistance  Services;  Outpatient 
Addictive  Disease 

For  further  information  about 
Charter  Southland  or  admission 
procedures,  contact: 

Medical  Directors:  Bret  Burquest,  M.D. 

(Adult  Psychiatry) 

James  L.  Thomas,  M.D. 

(Adolescent  I-’sychiatry) 

Arthur  Dumont,  III,  M.D. 

(Addictive  Disease) 

Hospital  Administrator:  David  Henry 
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Smoking  Cessation  — The 
Physician’s  Role 
Behavioral  Aspects 


Clifford  J.  Hataway,  M.D.,  MPH* 
Glenn  H.  Hughes,  Ph.D.t 


In  view  of  the  deleterious  health  consequences  of 
cigarette  smoking,  counseling  for  smoking  cessa- 
tion should  be  one  of  the  most  natural  tasks  physicians 
can  perform.  Generally,  this  is  not  done  for  a variety  of 
reasons;  lack  of  knowledge  of  effective  quit  smoking 
techniques;  inadequate  training  in  counseling  skills;  or 
failure  to  achieve  successful  results. 

Straightforward  and  “easy”  strategies  for  smoking 
cessation  may  involve  some  combination  of  the  follow- 
ing: posters,  volunteer  health  agency  information  pam- 
phlets, individually  prepared  information  sheets,  quit 
smoking  “precriptions,”  individual  counseling  ses- 
sions with  the  physician,  or  referral  to  formal  interven- 
tion programs  conducted  either  in  the  office  or  the 
community.  All  of  these  techniques  can  be  effective 
when  used  consistently  and  in  complementary  fashion. 
Unfortunately,  physician  knowledge  of  effective 
methods  of  patient  counseling  is  usually  inadequate, 
specifically  in  the  techniques  which  have  had  demon- 
strated efficacy  with  cigarette  smokers.  Counseling 
techniques  for  smoking  cessation  can  be  grouped  into 
two  categories:  a)  personalized  messages,  and  b)  tai- 
lored, behavioral  activities  performed  over  varying 
periods  of  time.  Personalized  messages  tend  to  be  fac- 
tual statements  on  personal  hazards  of  smoking.  These 


* Director,  UAB  Health  Advancement  Program,  Department  of  Preventive  Medi- 
cine, University  of  Alabama  in  Birmingham. 

+ Director,  Division  of  Behavioral  Medicine,  Department  of  Preventive  Medicine, 
University  of  Alabama  in  Birmingham. 


messages  are  usually  coupled  with  imperative  com- 
ments which  emphasize  the  penalties  to  the  patient  if 
cigarette  smoking  is  continued.  Behavioral  activities 
involve  a series  of  specific  activities  which  can  greatly 
assist  a person  not  to  resume  smoking.  They  are  in- 
strumental in  reducing  “side  effects”  which  often 
appear  after  quitting  smoking. 

Are  there  any  techniques  which  are  useful  for  par- 
ticular types  of  smokers?  Home  has  characterized 
cigarette  smokers  into  six  categories  depending  on 
reasons  for  smoking:  stimulation,  relaxation,  pleasure, 
habit,  crutch-tension,  and  stress  reduction.*  The  litera- 
ture indicates  little  success  when  individuals  try  to 
match  any  specific  technique  with  the  category  of 
smoker.  What  seems  to  be  most  effective  for  all  of  these 
types  is  a combination  of  many  different  techniques  to 
be  used  by  each  smoker.  Programs  such  as  those  con- 
ducted by  the  American  Lung  Association,  the  Amer- 
ican Cancer  Society,  and  the  Seventh  Day  Adventists 
are  conducted  in  this  fashion  and  are  regarded  as  fairly 
effective,  with  one  year  cessation  results  of  20  to  30% 
(with  Kaiser-Permanente  programs  now  obtaining 
greater  than  50%).^  The  Multiple  Risk  Factor  Interven- 
tion Trial  (MRFIT)  demonstrated  an  objectively  mea- 
sured 46%  success  rate  after  six  years  with  its  multi- 
component  program.^ 

Several  programs  have  been  conducted  with  practic- 
ing physicians  teaching  patients  to  quit  smoking.  One 
program  focused  mainly  on  hand  out  materials  and 
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counseling  of  patients  with  specific  heart  and  lung 
disorders.  The  results  indicated  a 20  to  40%  long  term 
success  with  this  approach."^  A smoking  cessation  pro- 
gram currently  being  conducted  by  Dartmouth  Primary 
Care  Coop  Information  Project,  Hanover,  New  Hamp- 
shire involves  intervention  strategies  conducted  by 
physicians  and  nurses  including  handouts  and  relevant 
instructions  to  smokers  with  chronic  lung  disease.  An 
ongoing  program  at  the  University  of  Alabama  in  Bir- 
mingham sponsored  by  the  Robert  Wood  Johnson 
Foundation  is  teaching  the  state  of  the  art  behavioral 
methods  in  smoking  cessation  to  physicians  and  staff  to 
assist  transfer  of  these  skills  from  the  academic  to  the 
community  setting.  The  importance  of  this  last  project 
is  that  the  potential  to  reach  the  community  of  cigarette 
smokers  who  wish  to  quit  will  be  greatly  increased, 
with  significant  reduction  in  premature  deaths,  adverse 
health  consequences,  and  health  costs.  One  of  the  most 
important  skills  physicians  can  now  learn  will  be  these 
behavioral  techniques. 

The  techniques  commonly  used  in  behavioral  pro- 
gram are  carried  out  sequentially  to  reinforce  the  per- 
son’s non-smoking  actions.  For  example,  on  Day  1,  the 
person  list  reasons  why  not  to  smoke,  the  benefits  of 
quitting  smoking,  and  the  difficulties  associated  with 
quitting  smoking.  On  Day  2,  the  person  would  destroy 
all  of  his/her  cigarettes,  learn  relaxation  techniques, 
use  chewable  sugar- free  gum  in  place  of  cigarettes, 
change  the  pattern  of  certain  habitual  activities  which 
he/she  associates  with  smoking  (for  example,  a cup  of 
coffee  and  a cigarette  in  the  morning),  and  abstain  from 
smoking.  On  Day  3,  the  person  might  plan  specific 
activities  to  avoid  boredom,  or  “slack  time”  (associ- 
ated with  increased  smoking),  use  moderate  exercise 
(walking)  to  diminish  smoking  urges,  and  avoid  fatty 
foods.  On  Day  4 (the  final  day),  the  person  would  make 
a public  declaration  and  practice  mental  images  of 
being  an  ex-smoker. 

While  all  of  these  techniques  might  not  be  applicable 
to  any  one  specific  person  who  smokes,  the  blend  of 
techniques  would  be  useful  for  all  categories  of  smok- 
ers. The  applications  of  these  techniques  require  prac- 
tice, and  frequently  the  physician  may  need  to  attend 
seminars  to  learn  these  techniques.  The  ability  to  trans- 
fer these  techniques  to  office  practices  is  excellent.  The 
physician  is  a primary  health  educator  and  much  of 
what  a physician  does  is  behavioral  in  nature.  Certain- 
ly, smokers  who  desire  assistance  from  their  physicians 
in  quitting  smoking  will  be  well  served  in  this  manner. 
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Stone  Man:  Fibrodysplasia 
Ossificans  Progressiva 

John  Segrest  Taylor,  M.D.* 


The  purpose  of  this  paper  is  to  acquaint  others  with 
this  unusual  condition  and  to  suggest  avoidance  of 
any  treatment,  especially  surgery,  for  patients  with  this 
disorder.  Erratic  ectopic  ossification  with  joint  fixation 
and  subcutaneous  and  muscle  lumps  are  some  of  the 
more  readily  detectable  criteria  along  with  great  toe  and 
thumb  abnormalities.  Surgical  intervention  frequently 
results  in  worsening  the  condition. 

A review  of  some  of  the  literature  was  undertaken 
after  seeing  one  of  the  sufferers  of  this  rare  problem. 
Erratic  progression  with  ectopic  ossification  and  skele- 
tal malformations  frequently  delays  diagnosis  of  this 
autosomal  dominant  disorder.  The  most  characteristic 
deformity  is  an  abnormality  of  the  big  toe  and  thumb 
with  malformed  phalanges  which  may  be  noticed  at 
birth.  Ectopic  ossification  of  connective  tissue  fre- 
quently starts  in  early  childhood  with  lumps  that  may  be 
painful  appearing  on  the  neck,  head,  or  limbs.  The 
more  frequently  involved  areas  are  the  paraspinal  mus- 
cles, limb  girdles,  muscles  of  mastication,  joint  cap- 
sules, ligaments,  and  plantar  fascia.  Of  the  cases  re- 

*  1453  Springhill  Avenue,  Mobile,  Alabama  36604,  (205)  433-7459 


ported  by  Connor  and  Evans,  there  was  marked  restric- 
tion of  movement  of  the  spine  (100%),  elbows  (55%), 
hips  (59%),  knees  (38%),  and  jaw  (71%).  Our  patient 
was  referred  to  us  for  his  jaw  fixation  and  a painful  right 
submaxillary  mass.  Although  this  condition  was  first 
described  by  Guy  Patin  in  1692  and  others  since,  it  was 
Bauer  and  Bode  that  gave  it  the  name  fibrodysplasia 
ossificans  progressiva  which  was  known  to  some  of  the 
residents  as  stone  man  deformity. 

Apparently  fixation  most  often  starts  in  the  neck, 
spine  and  shoulders  by  10  years  of  age.  By  age  20,  one 
or  both  hips  may  be  involved;  and  by  30,  most  patients 
are  confined  to  a chair  or  to  bed.  Ossification  does  not 
involve  the  facial  muscles,  extraoccular  muscles, 
tongue,  larynx,  esophagus,  sphincter,  intestine,  di- 
aphragm, heart  or  abdominal  muscles. 

The  patient  walked  in  with  his  shuffling  gait  and  said 
the  orthopedist  who  had  been  following  him  for  years 
had  requested  consultation  for  a submaxillary  gland 
swelling  and  inability  to  open  his  mouth.  His  stiff  neck 
and  posture  fail  to  show  how  well  this  amazing  indi- 
vidual can  maneuver  himself  with  only  his  cane.  He 
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• Mark  B<«OaM  AiV« 


Maximum  excursion  of  mandible  and  apparent  submaxillary 
gland  enlargement. 


Submaxillary  swelling  on  right  side. 


drives  a car  and  works  at  a local  rehabilitation  center. 
Both  shoulders  are  almost  frozen  and  only  slight  mo- 
tion is  present  in  each  elbow.  One  hip  and  knee  are 
almost  immobile. 

His  blended  diet  is  sucked  through  the  3-4mm  open- 
ing between  his  teeth  and  there  is  no  motion  of  his 
mandible.  The  submaxillary  gland  was  slightly  tender 
and  swollen,  but  so  was  the  adjacent  area  around  it.  He 


was  afebrile,  but  just  to  be  safe,  a course  of  Keflex  was 
given  with  no  significant  improvement  noted.  Biopsy 
of  the  submandibular  mass  was  entertained  briefly  until 
a study  of  the  literature  revealed  its  contraindication. 

In  addition  to  the  general  observations  above  noted, 
deafness  of  a conductive  nature  occurs  sometimes  and 
baldness  may  be  present  especially  in  middle  age 
women  with  rather  marked  thinning  of  their  scalp  hair. 


Although  there  is  a shortening  of  life  span  with  this 
disorder,  most  seem  to  reach  maturity.  Death  frequent- 
ly is  secondary  to  pneumonia  with  diminished  pulmo- 
nary reserve  due  to  chest  wall  fixation. 


Posture  and  gait  with  almost  complete  fixation  of  neck,  back,  and 
most  extremity  joints. 


The  diagnosis  and  management  of  fibrodysplasia 
ossificans  progressiva  are  obviously  important.  Di- 
agnosis is  on  the  basis  of  clinical  and  radiological 
malformations.  Routine  laboratory  tests  are  usually 
normal.  Attempted  intubation  may  be  extremely  diffi- 
cult due  to  jaw  fixation  and  may  result  in  atlanto-axial 
subluxation.  Any  attempted  surgical  intervention  may 
exacerbate  the  patients  condition  rather  than  be  of  help. 
Prompt  treatment  of  pneumonia  is  advised  and  physical 
therapy  may  be  of  limited  benefit.  Genetic  counselling 
of  the  family  should  be  included  in  management  of  such 
devastating  disorders. 
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Changing  Medical  Care  Delivery 
Systems:  Two  Views* 

The  View  From  Industry 


In  July  1979,  several  business  executives  in  the  Bir- 
mingham area  met  for  the  first  time  to  discuss  their 
concern  about  the  rising  cost  of  health  care.  At  that 
meeting,  a decision  was  made  to  form  an  Employers 
Coalition  without  public  announcement  of  its  forma- 
tion and  identity  of  its  members.  With  the  help  of 
UAB’s  Dr.  William  Bridgers,  the  coalition  learned  that 
admitting  patterns  among  most  hospitals  resulted  from 
physicians’  practice  habits  that  varied  by  types  of 
admissions  and  by  day  of  week.  The  coalition  im- 
mediately embarked  on  a data-gathering  project  de- 
signed to  identify  variations  in  hospital  utilization. 
Additionally,  the  data  confirmed  that  a significant 
number  of  physicians  were  using  the  hospital  in-patient 
setting  for  treating  conditions  that  could  have  been 
handled  just  as  effectively  on  an  out-patient  basis. 

Over  the  years,  industry  has  typically  purchased 
good  health  care  coverage  for  its  employees  based  on 
plans  developed  primarily  by  insurance  carriers.  Until 
the  last  few  years,  the  costs  of  these  plans  were  consid- 
ered reasonable  by  business  and  unions  in  settling  labor 
negotiations.  Through  the  years,  therefore,  employees 
have  become  accustomed  to  health  care  plans  paying 
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most  of  the  hospital-surgical-medical  costs.  To  a large 
extent,  “plan  design”  has  encouraged  overutilization 
because  most  plans  paid  for  services  in  a hospital  but 
paid  little  or  nothing  if  the  same  services  were  per- 
formed on  an  out-patient  basis. 

Industry  is  beginning  to  recognize  that  it  must  con- 
trol the  option  to  offer  alternatives.  An  unmarried  sin- 
gle male  employee  does  not  need  the  full  coverage  that 
is  needed  by  a married  employee  with  children.  An 
HMO  or  PPO  can  better  serve  the  needs  of  some,  but 
not  necessarily  all,  employees.  While  alternatives  such 
as  preadmission  testing  and  second  opinions  should  be 
made  available  to  all  employees,  the  single  male  em- 
ployee obviously  does  not  need  obstetrical  coverage. 
Industry  is  in  a better  position  to  design  the  benefit 
package  suited  to  the  makeup  of  its  work  force  than  to 
rely  on  set  packages  created  by  insurance  carriers.  One 
of  the  reasons  wellness  programs  are  not  highly  suc- 
cessful is  that  it  is  difficult  to  change  life-styles  unless 
the  person  is  self-motivated  or  unless  sufficient  incen- 
tive is  present  to  cause  the  person  to  want  to  change. 
Additionally,  wellness  needs  to  be  family  oriented  and 
not  restricted  just  to  employees.  There  are  also  prob- 
lems with  employers  who  have  employees  working  at 
several  different  locations  and  find  it  difficult  to  super- 
vise and  keep  employees  participating  in  wellness 
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programs.  Wellness  needs  to  begin  in  elementary 
school  where  children  can  learn  early  about  the  dangers 
of  smoking,  alcoholism,  drug  abuse,  and  other  impor- 
tant health  matters.  While  employee  education  about 
these  subjects  is  also  important  to  the  adult,  long-range 
effects  can  be  best  realized  if  the  bad  habits  are  not 
formed  and  are  understood  in  early  childhood. 

In  1980,  the  Birmingham  Steering  Committee,  com- 
prised of  four  industry  executives  and  four  physicians, 
was  formed.  This  committee  established  a dialogue 
between  industry  and  physicians  to  encourage  changes 
in  physician  practice  habits  and  developed  a prototype 
health  benefit  plan  that  was  delivered  to  coalition  mem- 
bers in  September  1982.  The  prototype  introduced  in- 
dustry to  preadmission  testing,  use  of  out-patient  facili- 
ties for  certain  elective  surgical  procedures,  optional 
second  opinions,  100  percent  coverage  for  out-patient 
diagnostic  lab  and  x-ray,  no  coverage  for  nonemergen- 
cy Friday  and  Saturday  hospital  admissions,  and  a 
number  of  other  revolutionary  changes. 

In  addition  to  plan  design,  industry  is  now  beginning 
to  realize  that  there  is  a need  for  other  changes  in  the 
delivery  system.  Coalition  data  for  1982  revealed  that 
in-patient  admissions  decreased  over  10  percent  (for 
the  control  group),  a direct  result  of  the  physician’s 
efforts  and  not  due  to  layoffs  or  termination  of  coverage 
caused  by  the  recession.  While  admissions  are  decreas- 
ing, costs  continue  to  rise,  resulting  from  cost  shifting 
to  out-patient  services  from  fewer  in-patient  services. 

Slowly  emerging  on  the  horizon  are  other  alterna- 
tives that  will  inject  competition  in  the  marketplace. 
Health  America  is  taking  the  risk  in  Birmingham  to 
spend  $3  to  $5  million  to  establish  a Health  Mainte- 
nance Organization  (HMO)  with  three  sites  initially.  A 
group  of  physicians  has  announced  the  development  of 
a combined  HMO  and  Individual  Practice  Association 
(IPA);  Birmingham  Surgical  Center  will  become  oper- 
ational by  midyear  and  will  be  a free-standing  surgical 
center.  A number  of  other  facilities  are  in  the  planning 
stages. 

Although  industry  is  not  endorsing  a particular  facil- 
ity per  se,  industry  will  be  supporting  these  efforts  by 
offering  employees  the  option  to  participate  in  one  or 
more  of  the  plans.  One  industry  is  contracting  with  one 
of  the  firms  to  develop  a pilot  program  to  perform 
second  opinions  for  approximately  25  elective  surgical 
procedures.  The  results  of  each  of  the  second  opinions 
will  be  tracked  over  the  next  five  years.  There  is  interest 
in  contracting  for  preadmission  testing. 

The  most  radical  change  is  forthcoming.  A revision 
in  the  prototype  will  create  a $1 ,000  up-front  deducti- 
ble to  be  paid  100  percent  by  the  patient.  The  next 
$4,000  will  be  paid  at  50  percent  by  the  employer,  and 
the  next  $5,000  at  80  percent  by  the  employer.  Addi- 
tionally, for  example,  the  plan  introduces  mandatory 
preadmission  testing  and  second  opinions  for  certain 
surgical  procedures  and  will  cover  certain  elective  sur- 


gical procedures  only  when  performed  on  an  outpatient 
basis.  It  encourages  the  use  of  birthing  centers  and 
discourages  emergency  room  services  for  minor  bumps 
and  bruises. 

What  is  happening  is  not  a phenomenon,  but  a wise 
move  to  bring  the  patient  back  into  the  mainstream  of 
sharing  some  of  the  cost  and  to  make  industry  (the 
purchaser)  write  the  purchase  order  identifying  what  is 
to  be  purchased  and  the  price  to  be  paid.  The  insurance 
company,  if  involved,  is  becoming  the  claims  adminis- 
trator to  ensure  that  the  amount  is  correct  and  paid 
promptly. 

Floyd  W.  Smith 
Operations  Manager,  Benefits 
BellSouth  Services 
P.O.  Box  771 
Birmingham,  Alabama  35201 


The  View  From  The  Fiscal  Intermediary 

We  are  all  aware  that  the  cost  of  health  care  in 
America  continues  to  spiral  upward.  In  1965,  health 
care  accounted  for  only  6 percent  of  our  gross  national 
product,  but  by  1982,  this  figure  had  increased  to  more 
than  10  percent.  Today,  Americans  are  spending  $1 
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billion  a day  on  health  care,  surpassing  our  expendi- 
tures on  national  defense. 

In  an  effort  to  curtail  the  expenditures  for  health  care, 
“alternate  delivery  systems”  are  being  created  to  assist 
the  public  in  purchasing  health  care.  Such  acronyms  as 
HMOs  (health  maintenance  organizations),  PPOs  (pre- 
ferred provider  organizations),  IP  As  (individual  prac- 
tice associations),  and  CMPs  (competitive  medical 
plans)  are  common  in  today’s  health  care  circles.  These 
systems  are  designed  to  deliver  patient  care  in  various 
alternative  methods  with  a greater  emphasis  on  the  cost 
of  services. 

Blue  Cross  and  Blue  Shield  of  Alabama  has  spear- 
headed several  such  systems  on  behalf  of  our  subscrib- 
ers. Several  years  ago.  Blue  Cross  and  Blue  Shield,  in 
conjunction  with  the  Lloyd  Noland  Hospital  and  Health 
Centers  located  in  Fairfield,  established  Alabama’s 
first  HMO.  The  health  maintenance  group  (HMG)  cur- 
rently has  nearly  100  groups  enrolled  with  8,600  mem- 
bers. Such  groups  as  South  Central  Bell,  U.S.  Steel, 
and  IBM  offer  the  HMG  benefit  to  their  employees. 

Blue  Cross  began  about  four  years  ago  to  develop  a 
program,  in  cooperation  with  participating  hospitals 
throughout  the  state,  called  Concurrent  Utilization  Re- 
view Program  (CURP)  to  help  assure  through  the  hos- 
pitals’ medical  staff  the  medical  necessity  of  admis- 
sions and  continued  inpatient  stays  of  Blue  Cross  pa- 
tients. 

More  recently.  Blue  Cross  and  more  than  1,000 
physicians  in  the  greater  Birmingham  metro  area  have 
joined  efforts  to  establish  one  of  the  first  PPOs  in  the 
state,  called  the  Preferred  Medical  Doctor  (PMD)  pro- 
gram. Through  this  program,  patients  will  be  able  to 
receive  the  same  high  quality  of  care  to  which  they  are 
accustomed,  but  in  a more  cost-effective  environment. 

The  PMD  program  offers  our  groups  affordable 
quality  health  care  while  maintaining  the  subscriber’s 
individual  selection  of  a physician  and  the  fee-for- 
service  method  of  reimbursement.  We  selectively  con- 
tract with  physicians,  and  subscribers  are  motivated  to 
use  these  physicians  because  of  such  incentives  as  full 
coverage  for  most  physician  services. 

The  physicians  who  have  elected  to  participate  in  the 
Preferred  Medical  Doctor  program  have  agreed  to  file 
claims  for  PMD  subscribers  and  receive  payment 
directly  from  Blue  Cross.  They  follow  certain  utiliza- 
tion review  provisions  and  criteria,  and  accept  the  PMD 
fees  as  payment  in  full  for  covered,  medically  neces- 
sary services. 

Additionally,  these  physicians  are  rewarded  with  a 
25  percent  bonus  for  surgery  performed  in  their  office 
and  a global  fee  program  for  outpatient  diagnostic 
workups  which  avoid  hospital  admission. 

We  are  promoting  the  PMD  program  in  a variety  of 
ways.  We  will  distribute  a directory  of  PMD  physicians 
to  all  participating  PMD  employers,  subscribers,  and 
physicians.  These  booklets  list  the  physicians 
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1 Hour  to  Atlanta  and  Chattanooga 
Convenient  to  2 large  hospitals 

, CHATTANOOGA 

INQUIRIES  TO: 
Bruce  Wynn 
101  John  Maddox  Drive 
Rome,  GA  30161 
(404)  235-3334 


gold  MasterCard 
from  Rrst  Alabama 
Bank.  It's  the  gold  standard 
that  meets  your  standards. 
With  a $5,000  or  higher  line  of 
credit  for  those  who  qualify.  For 
only  $15  a year.  And  you  can  use  your 
gold  at  any  First  Alabama  Right  Place 

24-hour  banking  „ , 
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Consider  the 
causative  organisms. . . 


250-mg  Pulvules*^  t.i.d. 

offers  effecfiveness  againsf 
fhe  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor*  (cefaclor  Lillyi  is  indicated  in  the 
treatment  ot  the  following  infections  when  caused  by  susceptible 
strains  ot  the  designated  microorganisms 
Lower  tesDiratorv  infections  including  pneumonia  caused  by 
Sirepiococcus  pneumoniae  iDipiococcus  pneumoniae).  Hsemopti 
iius  influenzae  and  S pnogenes  (group  A beta-hemolyiic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  ot  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  ANO  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  both  drug  CLASSES 

Antibiotics,  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  ot  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins  and  cephalosporins),  therefore,  n is  important  to 
consider  Its  diagnosis  m patients  who  develop  diarrhea  in 
association  with  the  use  ot  antibiotics  Such  colitis  may  range  m 
seventy  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  Ihe  normal 
flora  of  the  colon  and  may  permit  overgrowth  ot  Clostridia  Studies 
indicate  that  a toiin  produced  by  Ciosindium  dilticile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
ot  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  ot  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs  (he  drug  should  be  discontinued 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  ot  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  Ihe  patient  is 
essential  if  superinfeciion  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognized  that  a positive 
Coombs  lest  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  ot  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Clinitest* 
(ablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  (he  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother’s  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20.  0 21 . and  0 16  mcg/ml  at  two. 
three,  (our.  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  ot  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  l 5 
percent  of  patients  and  include  morbililorm  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthrltis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  hall  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  l in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  (or  the  physician 

Hepatic  - Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  m leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782RI 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 
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Additional  intoimaiion  available  to 
the  profession  on  repuest  from 
£li  Lilly  and  Company 
Indianapolis  Indiana  46385 
Eli  Lilly  Industries.  Inc 
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alphabetically  as  well  as  by  county  and  specialty. 

Subscribers  receive  information  about  the  benefits  of 
using  a PMD  physician  when  they  are  in  need  of  physi- 
cian services.  The  information  features  such  benefits  to 
subscribers  as  having  their  basic  benefits  covered  in 
full,  having  little  or  no  out-of-pocket  expenses,  and 
having  physician’s  office  visits  and  emergency  room 
visits  paid  at  80  percent  with  no  deductible.  Subscribers 
will  appreciate  the  PMD  physician  filing  all  claims  for 
PMD  eligible  benefits  and  the  potential  for  slowing  the 
increase  in  their  premiums. 

Our  groups  who  choose  the  PMD  benefit  are  able  to 
offer  their  employees  broader  coverage  without  in- 
creasing costs.  They  are  able  to  provide  their  em- 
ployees with  more  predictability  of  coverage  and  will 
experience  less  claims  involvement  by  employees.  The 
PMD  program  is  designed  to  curtail  in-patient  hospital 
utilization  and  cost  whenever  possible. 

Employers  and  physicians  of  Alabama  have  ex- 
pressed a strong  commitment  to  the  PMD  program 
because  they  believe,  as  Blue  Cross  and  Blue  Shield  of 
Alabama  believes,  that  spiraling  health  care  costs  must 
be  curtailed.  The  PMD  program  offers  tangible  oppor- 
tunities to  accomplish  this  goal  through  this  new  part- 
nership. 

E.  Gene  Thrasher 
Vice  President,  Marketing 
Blue  Cross  and  Blue  Shield  of  Alabama 
450  Riverchase  Parkway,  East 
Birmingham,  Alabama  35298 


Dr.  Harris  continued  from  page  19 
and  monocytes)  number  4,500/cu  mm  or  more  and 
constitute  at  least  50  percent  of  the  peripheral  leukocyte 
count.  In  addition  10  percent  or  more  of  the  lympho- 
cytes appear  atypical  (Downey  cells).  Initially  the 
leukocyte  count  is  normal  or  low  and  then  elevates  after 
the  first  week  of  illness.^ 

Serologic  responses  provide  the  definitive  diagnosis 
of  IM.  Heterophil  antibodies,  which  are  of  the  IgM 
class  and  agglutinate  sheep  and  horse  erythrocytes  and 
lyse  ox  red  blood  cells,  reach  a peak  in  the  second  to 
third  week  of  illness  and  persist  in  low  levels  for 
months.  Heterophil  antibodies  also  are  present  in  nor- 
mal serum  and  during  serum  sickness  and  are  removed 
by  absorption  of  serum  with  guinea  pig  kidney.  Heter- 
ophil antibodies  developing  during  IM  are  not  removed 
by  this  procedure.  Rapid  slide  agglutination  tests,  in- 
cluding differential  absorption,  detect  heterophil  anti- 
bodies and  are  available  commercially  (Monospot®  test 
commonly  used).  False  negative  slide  tests  occur  with 
low  titers  of  heterophil  antibodies  while  false  positive 
reactions  are  rare.*^ 

In  addition  to  heterophil  antibodies,  EBV-specific 
antibodies  are  generated  during  IM.  Antibodies  to 
EBV-viral  capsid  antigen  are  of  the  IgM  and  IgG  varie- 


ty and  are  detectable  early  during  the  course  of  IM.  The 
IgM  antibodies  disappear  by  the  third  month  of  illness 
while  the  IgG  antibodies  persist  in  low  titers  for  years. 
Other  EBV-specific  antibodies  detected  during  IM  con- 
sist of  antibodies  to  early  antigen  (diffuse  and  re- 
stricted) and  antibodies  to  EBV-associated  nuclear 
antigen.  EBV-specific  antibodies  should  be  requested 
in  cases  compatible  with  IM  which  lack  heterophil 
antibodies.^ 

The  differential  diagnosis  of  IM  includes  local 
pharyngeal  infections  as  well  as  other  system  diseases. 
Group  A beta-hemolytic  streptococcal  pharyngitis  may 
mimic  IM,  but  in  the  former  cervical  lymphadenopathy 
is  anterior  in  location  and  splenomegaly  is  absent.  In 
addition,  group  A beta-hemolytic  streptococci  can  be 
recovered  from  the  pharynx  in  one-third  of  cases  of  IM. 
Viral  hepatitis  can  be  differentiated  from  IM  by  the 
absence  of  pharyngeal  involvement.  Two  infections 
which  produce  heterophil  negative  mono-like  illness 
are  cytomegalovirus  disease  and  toxoplasmosis. 
Cytomegalovirus  infection  presents  with  fever,  malaise 
and  hepatosplenomegaly,  but  pharyngitis  and  cervical 
lymphadenopathy  are  absent.  Toxoplasmosis  is  man- 
ifested by  fever  and  lymphadenopathy,  but  sple- 
nomegaly is  unusual  and  pharyngitis  is  not  present.’ 

The  treatment  of  IM  is  supportive.  Adequate  rest  is 

Continued  on  page  35 
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ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 

OBSTETRICS-GYNECOLOGY  BOARD  eligible  Fellowship  ex- 
perience in  Microsurgery  Infertility,  Hysteroscopy,  Laparoscopy, 
Artificial  Insemination,  seeks  practice  opportunity.  Contact  DR. 
SHETH  (312)  842-8071,  OR  2951  King  Drive,  Chicago,  Illinois 
60616. 


1985  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-14  days  year-round.  Approved  for  20-24  CME 
Cat.  1 credits  (AMA/PRA)  & AAFP  prescribed  credit.  Distin- 
guished professors.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN, 
MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549- 
0869. 


PROFESSIONAL  OFFICE  with  equipment,  Alabama  Gulf  Coast. 
Available  immediately,  growing  suburban  area,  nearby  hospital; 
larger  hospitals  minutes  away.  Nucleus  for  excellent  family  or 
surgical  practice.  Lease  only  requirement.  Retiring.  Ph  (205)  675- 
4431. 


ARCHITECTURE  PROFESSIONAL  SERVICES  AVAILABLE. 
William  R.  Schauer  — Architect  — 3814  5th  Ct  N,  Birmingham, 
AL.  Solar  Energy  Design  — Economics  — Interiors/Dial  205  252 
5151. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


SOUTHEAST  — private  practice  opportunities  in  most  specialties. 
Confidential  physician  placement.  No  cost  or  obligation.  Excellent 
benefits.  Send  CV  to  Southeastern  Medical  Recruiters,  Box 
360185,  Birmingham,  AL  35236,  or  call  205-988-8150. 


PRIMARY  CARE  PHYSICIANS 
CONSIDERING  AN  HMO? 

HealthAmerica  is  one  of  the  country’s  leading  HMO  manage- 
ment and  development  companies,  currently  operating  prepaid 
health  plans  nationwide,  with  a total  membership  of  more  than 
467,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  internists,  family  physicians,  and  pediatricians 
in  Mobile  and  Huntsville  and  in  other  desirable  locations  from 
coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional  life- 
style, free  from  the  business  aspects  and  economic  pressures  of 
office  management.  And  you  can  become  a vital  and  valued  part 
of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 

(#14) 


MEDICAL  DIRECTORS/PHYSICIAN  EXECUTIVES 

HealthAmerica  is  one  of  the  country’s  leading  HMO  manage- 
ment and  development  companies,  currently  operating  prepaid 
health  plans  nationwide,  with  a total  membership  of  more  than 
467,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  medical  managers/physician  executives  in 
Mobile  and  Huntsville  and  in  other  desirable  locations  from 
coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional  life- 
style, free  from  the  business  aspects  and  economic  pressures  of 
office  management.  And  you  can  become  a vital  and  valued  part 
of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 

(#14) 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


OB/GYN’s  needed  in  Alabama,  Georgia,  North  Carolina,  Missis- 
sippi, Louisiana,  Arkansas,  Tennessee.  Confidential  placement 
without  cost  or  obligation.  SendCV.  Southeastern  Medical  Recruit- 
ers, Box  360185,  Birmingham,  AL  35236.  205-988-8150. 
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GENERAL  SURGEONS  needed  in  Alabama,  Mississippi,  North 
Carolina,  Arkansas,  Kentucky,  Tennessee,  Georgia.  Confidential 
placement.  No  cost  or  obligation.  Send  CV  to  Southeastern  Medical 
Recmiters,  Box  360185,  Birmingham,  AL  35236.  205-988-8150. 


NEUROLOGIST  — VA  Medical  Center,  Tuskegee,  Alabama,  an 
800-bed  (plus)  general  medical  facility,  has  immediate  need  for  a 
neurologist.  Board  certification  preferred.  Affiliated  with  More- 
house School  of  Medicine.  Located  in  east  central  Alabama,  good 
climate,  mild  winters,  with  abundance  of  recreational  opportuni- 
ties. Salary,  including  special  physician’s  pay,  $70,000-580,000 
per  year,  40  hours  per  week,  with  liberal  fringe  benefits  package. 
Equal  opportunity  employer.  Call  205-727-0550,  extension  645,  or 
write:  Chief  of  Staff  (1 1),  VA  Medical  Center,  Tuskegee,  Alabama 
36083. 


OFnCE  EQUIPMENT  FOR  SALE  — Lancer  Cystic  Fibrosis 
Machine,  $150.00;  American  Optical  One-Fifty  Binocular  Micro- 
scope, $850.00;  Breon  Spirometer  — Model  2400,  $850.00; 
Wright’s  peak  flow  meter  (adult),  $50.00.  Call  (205)  87 1-0520  day, 
or  (205)  252-4361  night. 


FAMILY  PRACTITIONERS/INTERNISTS  needed  throughout 
North  Carolina,  Georgia,  Florida,  Alabama,  Tennessee,  Mississip- 
pi, Arkansas.  Confidential  placement.  No  cost  or  obligation.  Send 
CV.  Southeastern  Medical  Recruiters,  Box  360185,  Birmingham, 
AL  35236. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-GYN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D.,  #33  Medical  Park, 
Valley,  Alabama  36864. 


SURGEON  — Central  Alabama  town  of  1,800,  20,000  drawing 
area,  new  clinic,  $100,000.00  guarantee  first  year.  Write  or  call  Dr. 
Robert  E.  Wiltsie,  9433B  Parkway  E.,  Birmingham,  AL  35215 
833-6500. 


EMERGENCY  MEDICINE.  Immediate  full-time  positions  avail- 
able in  emergency  departments  located  in  central  and  south  Missis- 
sippi. Excellent  benefits  package.  Quality  rural  and  metropolitan 
hospitals.  Part-time  positions  are  also  available.  For  a unique  career 
opportunity,  respond  in  confidence  to:  Mississippi  Emergency 
Association,  P.  A.,  1755  Lelia  Drive,  Suite  100,  Jackson,  Missis- 
sippi 39216-4883  or  call  Dr.  Jim  Heflin,  Director  of  Physician 
Recruitment  at  (601)  366-6503. 


SEARCY  HOSPITAL  has  immediate  vacancies  for  licensed 
Psychiatrists.  We  are  a 650  bed  psychiatric  facility  located  near 
beautiful  Gulf  coast  beaches.  Salary  is  negotiable.  We  offer  excel- 
lent fringe  benefits;  13  annual  leave  days,  13  sick  leave  days,  13 
holidays.  Health  Insurance,  and  Retirement  plan.  Please  contact 
Robert  E.  Griffin,  Personnel  Officer,  Searcy  Hospital,  Mount  Ver- 
non, Alabama  36560.  Telephone  number  (205)  829-941 1 . We  are 
an  equal  opportunity  employer. 


OBSTETRICIAN:  Responsibilities  include  developing  and  im- 
plementing a balanced  program  of  teaching  and  research  relating 
obstetrics  to  domestic  maternal  and  child  health  programs.  This 
individual  will  work  both  independently  and  in  conjunction  with 
other  members  of  the  MCH  teaching  faculty  to  develop  new  pro- 
grams appropriate  for  graduate  students  in  public  health  and  in  the 
development  of  a program  of  interdisciplinary  research.  Additional 
opportunities  available  to  direct  clinical  services  and  supervise 
related  community  programs.  Requirements:  ccrlificd/board  eligi- 
ble in  obstetrics  with  master’s  or  doctoral  level  public  health  train- 


ing. A minimum  of  three  years  experience  in  domestic  MCH 
programs  is  desirable.  Faculty  rank  to  be  negotiated. 

Persons  interested  should  send  a letter  summarizing  training,  ex- 
perience, and  research  activities;  a current  curriculum  vita;  and  the 
names  of  three  references  to  Dr.  Christiane  B.  Hale,  Chair,  Search 
Committee,  University  of  Alabama  in  Birmingham,  School  of 
Public  Health,  214A  Tidwell  Hall,  Birmingham,  Alabama  35294. 

Search  closes  December  1,  1984.  UAB  is  an  Equal  Opportunity 
Employer.  Women  and  minorities  are  especially  encouraged  to 
apply. 


Dr.  Harris  continued  from  page  33 

important  with  a gradual  resumption  of  activity  when 
the  pateint  remains  afebrile.  Vigorous  activity  should 
be  avoided  for  three  to  six  months  to  prevent  splenic 
rupture.  Glucocorticoid  administration  should  be  re- 
stricted to  the  treatment  of  severe  complications  if  IM, 
such  as  upper  airway  obstruction,  hemolytic  anemia, 
thrombocytopenia,  neurologic  involvement,  and 
myocarditis.  Prednisone  is  given  in  a dose  of  60  mg  a 
day  and  tapered  over  one  to  two  weeks. ^ 

The  spectrum  of  EBV  infection  is  impressive.  Sero- 
logic studies  suggest  that  EBV  is  associated  with  Bur- 
kitt’s  lymphoma  and  nasopharyngeal  carcinoma  and 
EBV  DNA  has  been  found  in  Burkitt’s  tumor  cells. 
EBV  infection  may  plague  the  immunosuppressed  host 
and  manifest  as  pneumonia  or  prolonged  fever.  The 
infection  may  progress  to  a disseminated  lymphoprolif- 
erative  disease,  agammaglobulinemia  or  aplastic 
anemia." 
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ECG  STAT... 
wherever  you  are. 


With  the  new  MICRO-TRACER'”  ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER'”  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu- 
lar-styled  carrying  case. 

MICRO-TRACER'”  I It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 

For  complete  information,  write:  INTECH  Systems 
Corp.,  415  Rabro  Drive  East,  Hauppauge, 

NY  11788,  or  call  toll-free  (800)  854-8376 
(outside  New  York)  or  call  collect 
(516)  582-8388  (in  New  York). 


tWECH  Sy$$mvs 


emetn 


INTECH 

Systems  Corp. 


New 


Use  it  for  your  nursing  home 
rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 


MICRO-TRACER 


ECG 


If  you  can  use  a calculator,  you  can  now  expand 
the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 


The  first  truly  portable,  hospital-reliable 
and  affordable  ECG  available  tcxJay! 


AUXILIARY 


Mrs.  Richard  Shepard 
A-MASA  President 


What  We’re  Doing  About: 

Legislation 


At  one  of  the  first  county  Auxiliary  meetings  I 
attended,  back  in  the  early  60’s,  I remember  being 
presented  with  several  sheets  of  stationery  and  urged  — 
even  begged  — to  write  my  Congressman,  my  Sena- 
tors, and  any  other  Congressmen  I knew  of  to  oppose  a 
bill  the  AMA  considered  a major  step  to  socialized 
medicine.  1 must  admit  that  for  me  at  the  time  this  was 
pretty  much  of  a turn-off. 

1 was  prepared  to  volunteer  for  community  health 
projects,  for  typing,  telephoning,  or  even  for  soliciting 
door  prizes  (reluctantly),  but  not  for  writing  what 
seemed  to  me  futile  letters  on  measures  I did  not  know  a 
great  deal  about.  Perhaps  1 also  felt  that  Medicare  was 
probably  inevitable  and  might  even  be  a preventive 
against  all-out  socialized  medicine. 

In  the  twenty  or  more  years  since,  however,  the 
government’s  role  in  medicine  has  continuously  in- 
creased, the  costs  have  exceeded  even  the  AMA’s 
worst-case  scenario  (excuse  the  “govemmente.se”) 
and  no  one  connected  with  medicine  can  now  escape 
some  legislative  involvement. 

Who  remembers  when  an  issue  of  the  AMA  News  did 
not  have  a major  article  dealing  with  the  impact  of  this 
or  that  piece  of  legislation?  But  the  AMA  and  its  com- 


ponents have  become  more  sophisticated  in  dealing 
with  legislative  issues,  and  they  have  had  some  success 
in  modifying  or  helping  to  formulate  health  legislation. 

Auxiliary  members  too  have  been  forced  to  recog- 
nize the  importance  of  legislation  in  our  lives.  We  may 
no  longer  hand  out  stationery  at  our  meetings,  but  we 
do  try  to  learn  and  to  keep  others  informed  about 
current  health  legislation.  In  cooperation  with  MASA, 
we  also  work  to  oppose  some  bills  when  we  feel  we  can 
do  so  effectively  and  to  promote  others  we  feel  would 
be  of  benefit  to  the  people  of  our  state. 

Obviously  not  all  physicians  or  their  spouses  can  be 
expected  to  agree  on  all  pieces  of  legislation,  but  some 
measures  clearly  unite  us  for  or  against,  and  we  depend 
on  our  national  organization  as  well  as  on  our  state 
lobbyist,  Mr.  Whitaker,  and  others,  to  keep  us  in- 
formed about  such  issues. 

The  Auxiliary  has  established  a network  so  that, 
upon  request,  we  can  send  out  a “legislative  alert”  to 
our  county  chairmen,  mobilizing  a large  number  of 
members  to  write  letters  and  urge  their  friends  to  write 
letters  to  the  appropriate  legislators.  Such  alerts  are 
infrequent,  so  that  they  can  remain  effective. 

In  between  we  encourage  our  members  to  participate 
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as  individuals  (although  not  as  Auxiliary  representa- 
tives) in  the  political  campaigns  of  candidates  they 
personally  support.  And  every  other  spring  we  make  a 
group  effort  to  get  to  know  our  representatives  better 
and  increase  our  understanding  of  state  politics  through 
our  “Day  in  the  Legislature.” 

Another  thing  some  auxilians  are  doing  about  poli- 
tics is  to  join  AMPAC,  the  AMA’s  political  action 
committee  which  was  the  first  non-labor  PAC. 
AMPAC  has  a remarkably  effective  track  record,  as 
most  readers  of  this  publication  know. 

Originally  most  of  us  did  not  Join  AMPAC,  either 
because  we  could  only  join  with  our  spouse  or  because 
we  believed  it  committed  us  to  at  least  $100.00  per 
year.  But  now  Auxiliary  members  can  become  active 
members  of  AMPAC  on  their  own  for  as  little  as 
$20.00.  (Sustainers  pay  $50.00  or  more  and  get  an 
extra  newsletter  and  a lapel  pin  to  prove  it.)  ALAPAC 
also  wants  us. 

Our  most  important  legislative  effort  this  fall, 
however,  is  PROJECT  MED-VOTE.  This  is  an  AMA 
and  AMA- Auxiliary  sponsored  effort  to  make  sure  that 
every  physician  and  every  eligible  voter  in  his  or  her 
household  is  registered.  Did  you  think  this  could  be 
taken  for  granted?  So  did  I,  but  a recent  survey  of 
physicians  in  Miami  turned  up  40%  unregistered. 

I cannot  vouch  for  the  accuracy  of  the  survey  and  I 
cannot  believe  that  Alabama  physicians  are  that  lax 
about  registering.  But  the  AMA  found  the  survey  so 
alarming  that  they  sponsored  a workshop  in  Washing- 
ton, D.C.  in  mid  July  to  launch  project  MEDVOTE,  an 
all-state  physician  registration  drive. 

Mrs.  Robert  Foy,  AMASA’s  1984-85  legislation 
chairman,  represented  both  MAS  A and  AM  AS  A at  this 


meeting.  She  found  some  of  the  suggestions  for  check- 
ing on  M.D.  registration  not  applicable  to  Alabama  due 
to  our  lack  of  alphabetized  lists  of  county  voters. 

But  she  and  a host  of  other  Auxiliary  members  are 
going  to  try  to  contact  every  Alabama  physician  they 
can  before  the  end  of  October  to  see  if  there  are  any 
eligible  unregistered  voters  in  the  house.  They  will 
have  information  on  how  and  where  to  register  in  case 
they  find  any.  So  if  a physician’s  spouse  calls  or  writes 
to  you,  she  is  not  being  nosy,  just  doing  a survey  for 
MASA. 

But  if  anyone  even  thinks  they  might  not  be  reg- 
istered, we  hope  they  will  not  wait  to  be  called  before 
checking  on  it!  As  our  Newsletter  editor  has  noted, 
physicians’  families  seem  to  move  constantly,  and 
there  probably  are  some  who  have  not  gotten  registered 
at  their  new  address.  At  any  rate,  that  is  what  project 
MEDVOTE  is  designed  to  find  out.  We  are  hoping  for 
at  least  99%  registered  and  voting  this  fall.  We  all  know 
of  elections  won  by  a few  votes  and  of  legislation 
passed  by  a single  vote. 

The  Auxiliary  is  not  and  will  never  be  a political 
organization.  But  neither,  in  the  forseeable  future,  will 
it  be  able  to  forget  about  legislation. 

To  quote  the  AMPAC  slogan,  ‘ ‘The  person  who  says 
that  he  is  above  politics  is  really  saying  that  democracy 
is  beneath  him.” 


LOOKING  FOR  A PHYSICIAN? 

use  MASA's  Physician  Placement  Register 

A public  service  of  the  Medical  Associa- 
tion of  the  State  of  Aiabama  conducted 
for  physicians  seeking  new  professionai 
positions  and  Alabama  communities  that 
are  seeking  the  services  of  a physician. 

Call  MASA's  Physician  Placement  Service 
(205)  263-6441 
19  S.  Jackson  street 
Montgomery,  Alabama  36197 
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COMPLETE 
LABORATORY  , , 
DOCUMENTATION’ EXTENSIVE 

CLINICAL  PROOF 


FOP,  THE  PF^EDIQABILITY 
CONFIPAAED  BY  EXPEI^IENCE 

IVaMAHEc 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'" 

• More  total  sleep  time'  " 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^ 


Caution  patients  about  dnving,  operating  hazardous  machinery  or  drinking 
alcohol  dunng  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  dunng  pregnancy 


DALMANE*€ 

flurozepom  HCI/Poche 

References;  1.  Kales  J et  al.  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971.  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975.  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976.  4.  Kales  A 
ef  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982. 

5.  Frost  JD  Jr,  DeLucchi  MR  J Am  Geriatr  Soc 
27:541-546,  Dec  1979.  6,  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 
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DALMANE«  ® 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows; 
Indications;  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications;  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings;  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions;  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions;  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred.  particuTarly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  taTkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breafh,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage.  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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Assurance 


There  are  several  insurance  companies  doing 
business  in  Alabama  who  claim  to  offer  the  best 
coverage  for  physicians.  You  may  even 
recognize  their  ad  symbols. 

Physicians  symbolize  Mutual  Assurance... Like 
Dr.  Paul  Everest,  Vice  President  and  member  of 
our  Board  of  Directors. 

Mutual  Assurance- 

Created  hy  Alabama  pbysiciatis  ^not 
insurance  executives. 

For  Alabama  physicians  your 
common  insurance  problems. 

Operated  hyAiabama  physicians— and 
we  know  who  offers  the  best  coverage  for 
Alabama  physicians  ••• 

because  the  feeling  is  Mutual. 


INTEGRITY  • DEPENDABILITY 


■ THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION. 


FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MEDI-LEASE  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS. 
OUR  REPUTATION  FOR  SERVICE,  CONVENIENCE,  AND  INTEGRITY  HAS  MEANT 
MANY  SATISFIED  CUSTOMERS. 


LEASING  MEANS  MORE  CAPITAL 
AVAILABLE  IMMEDIATELY  FOR 
MORE  PRODUCTIVE  INVESTING. 

LEASING  WITH  AMERICAN  MEDI- 
LEASE  ELIMINATES  ALL  TIME 
WASTING  HASSLES  WITH  THE 
DEALER. 

NO  DOWN  PAYMENT 

NO  SECURITY  DEPOSIT 

SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR. 

TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 

INVESTMENT  TAX  CREDIT 
AVAILABLE 

TURN  OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
ADDITIONAL  INVESTMENT. 


EXAMPLE  LEASE  RATES 
ALL  MODELS  LUXURY  EQUIPPED 


Honda  Accord  4 dr. 

Cutlass/Regal 

Riviera 

Cadillac  Eldorado 
Lincoln  Town  Car  Sedan 
Cadillac  Sedan  D’ville 
BMW  318i 
Datsun  300ZX 
Audi  5000s 
Porsche  911SC  Cpe. 
Mercedes  190 
Mercedes  300  SD 
Mercedes  380  SL 


$232/nio. 

248/mo. 

378/mo. 

454/mo. 

387/mo. 

392/mo. 

343/mo. 

344/mo. 

391/mo. 

684/mo. 

479/mo. 

699/mo. 

834/mo. 


In  Alabama 

For  Leasing  Information: 
Call  Toll-Free 
1-800-554-2234 
For  Information 
On  Any  Automobile 
Available  In  The  U.S. 


ilmertcan  ‘iWcbi-Ueafife’ 


Leasing  Services  Available 
Arkansas,  Alabama,  Georgia,  Florida 
Louisiana,  Texas,  Oklahoma  & California 


Exduiiui  c^uiomoljii  Xioiin^  loi  tL  ci/hiicd  ^Piolmion 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery.  Alabama  36197. 
Telephone  (205)  263-6441.  or  (toll-free  in  Alabama) 
1-800-392-5668. 


TURN 

TO  POSTGRADUATE  MEDICINE 


SjBSs:,  R^mduate 

Medicine 

Each  issue  filled  with  diverse 
practical  information  in  all  areas 
of  medical  practice  including: 

• IM  Subspecialties 

• Pediatrics 

• Obstetrics/ Gynecology 

• Emergency  Medicine 

• Other  Key  Clinical  Areas 


Read  every  issue 

PastoBduate 
Medicine  til 


Where  Clinical  Diversity  is  an  Art. 
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That  Medicare  ‘Choice’ 


As  the  Oct.  1 deadline  approached  for  physicians  to 
choose  between  Participating  and  Non-Participating 
roles  in  Medicare  under  the  new  amendments,  large 
segments  of  the  public  could  not  understand  why  doc- 
tors were  outraged.  Wasn’t  the  participation  question 
put  to  them  as  fairly  as  anyone  could  ask? 

That  the  question  many  Americans  seem  to  be  asking 
was  couched  in  such  simplistic  terms  was  proof  enough 
that  it  was  a propaganda  victory  for  the  architects  of  the 
monstrosity.  But  the  “choice”  was  so  deliberately  and 
crudely  rigged  that  the  American  doctor  could  not  say 
Yes  or  No  without  accepting  the  heavy  hand  of  federal 
control  of  medicine.  Doctors  knew  that;  HCFA  knew 
that;  Congress  knew  that;  but  the  public  did  not. 

There  had  been  many  efforts  in  recent  years  to  sneak 
socialized  medicine  in  through  the  back  door;  this  one 
smashed  in  the  front  window. 

Physicians  were  certainly  not  opposed  to  the  freeze 
portion  of  the  new  law.  They  voluntarily  imposed  a 
freeze  on  themselves  long  before  Congress  acted.  They 
understand  the  desperate  financial  straits  of  the  Medi- 
care system,  a predicament  resulting  from  20  years  of 


congressional  irresponsibility  in  this  case  and  many 
others . 

Congress  has  voted  programs  into  being  and  ex- 
panded them  but  without  biting  the  bullet  of  adequate 
funding.  When  such  programs  face  collapse.  Congress 
adopts  quick  fixes  to  buy  a little  time;  that  is  an  even 
greater  temptation  in  an  election  year. 

Doctors  were  not  being  offered  the  familiar  carrot 
and  stick,  but  a big  stick  and  a bludgeon.  They  were 
asked  to  make  the  Hobson’s  choice  of  accepting  the 
blandishments  of  participation  with  no  assurance  what- 
ever that  this  emergency  will  not  be  prolonged  ad 
infinitum;  or  not  participate  and  still  face  fines  and 
other  controls  even  as  they  declared  their  standard 
American  right  of  choice. 

There  was  no  real  freedom  of  choice.  None  was 
intended.  What  was  offered,  although  grossly  mis- 
labeled in  the  message  given  the  public,  was  a choice  of 
two  forms  of  involuntary  service. 

American  medicine,  which  has  become  the  best  in 
the  world  through  the  traditional  freedoms  that  have 

continued  on  page  8 
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Low  back  pain 
magnified  by  anxiety 


The  perception  of  pain  from  a musculoskeletal 
injury  is  often  accompanied  by  tension  and/or 
anxiety. 

Equagesic*  relieves  both  the  pain  of  musculo- 
skeletal disorders  and  the  anxiety  that  magnifies 
the  perception  of  such  pain. ..with  a single 
prescription. 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 


Wyeth  Laboratories 

Philadelphia,  Pa  19101 


See  important  information  on  next  page. 


For  relief  of  musculoskeletal 
sprains,  strains,  aches  and  pains, 
when  accompanied  by  anxiety... 


Equagesic 

(meprobamate  with 
aspirin)©  Wyeth 

An  effective  analgesic/anxiolytic  adjunct, 
proven  superior  to  aspirin  alone  in  controlled 
clinical  trials  in  patients  with  musculoskeletal 
disorders. 


Equagesic® 

(meprobamate  with  aspirin) e Wyeth 


(BRIEF  SUMMARY) 

DESCRIPTION: 

Each  tablet  contains  200  mg  meprobamate  and 

32S  mg  aspirin 

INDICATIONS: 

Adjunct  in  short'term  treatment  ot  pam  accom- 
panied by  tension  and'Or  anxiety  in  patients 
with  musculoskeletal  disease  Clinical  trials 
demonstrated  that  in  these  situations  relief  of 
pam  18  somewhat  greater  than  with  aspirin 
alone  Effectiveness  in  long-term  use.  l e over 
4 months,  has  not  been  assessed  by  system- 
atic clinical  studies  Physicians  should  periodi- 
cally reassess  usefulness  of  drug  for  individual 
patients 

CONTRAINDICATIONS: 

ASPIRIN  Allergic  or  idiosyncratic  reactions  to 
aspirin  or  related  compounds 
MEPROBAMATE  Acute  intermittent  porphyria, 
allergic  or  idiosyncratic  reactions  to  meproba- 
mate or  related  compounds,  e g cansoprodol. 
mebutamate.  or  carbromal 
WARNINGS: 

ASPIRIN  Use  salicylates  with  extreme  caution 
in  patients  with  peptic  ulcer,  asthma,  coagula- 
tion abnormalities,  hypoprothrombmemia.  vita- 
min K deficiency,  or  those  on  anticoagulants  In 
rare  instances,  aspirin  in  persons  allergic  to 
salicylates  may  result  in  life-threatenmg 
allergic  episodes 

MEPROBAMATE  DRUG  DEPENDENCE 
Physical  and  psychological  dependence,  and 
abuse  have  occurred  Chrome  intoxication  from 
prolonged  ingestion  of.  usually,  greater  than 
recommended  doses  is  manifested  by  ataxia, 
slurred  speech,  and  vertigo  Therefore,  care- 
fully supervise  dose  and  amounts  prescribed 
and  avoid  prolonged  use.  especially  in  alcohol- 
ics and  others  with  known  propensity  for  taking 
excessive  quantities  of  drugs  Sudden  with- 
drawal after  prolonged  and  excessive  use  may 
precipitate  recurrence  of  preexisting  symp- 


toms. e g anxiety,  anorexia,  or  insomnia,  or 
withdrawal  reactions,  e g . vomiting,  ataxia, 
tremors,  muscle  twitching,  confusionai  slates, 
hallucinosis,  and.  rarely,  convulsive  seizures 
Such  seizures  are  more  likely  m persons  with 
CNS  damage  or  preexistent  or  latent  convul- 
sive disorders  Onset  of  withdrawal  symptoms 
occurs  usually  within  12  to  46  hours  after  dis- 
continuation. symptoms  usually  cease  within 
next  12-  to  46-hour  period  When  excessive 
dosage  has  continued  for  weeks  or  months, 
reduce  dosage  gradually  over  1 to  2 weeks 
rather  than  stop  abruptly  Alternatively,  a short- 
acting barbiturate  may  be  substituted,  then 
gradually  withdrawn 

POTENTIALLY  HAZARDOUS  TASKS  Warn 
patients  meprobamate  may  impair  mental  or 
physical  abilities  required  for  potentially  haz- 
ardous tasks  e g . driving  or  operating 
machinery 

ADDITIVE  EFFECTS  Since  CNS-suppressant 
effects  of  meprobamate  and  alcohol  or  mepro- 
bamate and  other  psychotropic  drugs  may  be 
additive,  exercise  caution  with  patients  taking 
more  than  one  of  these  agents  simultaneously 
USAGE  IN  PREGNANCY  AND  LACTATION: 
An  Increated  risk  of  congenital  malforma- 
tions aaaoclatad  with  minor  tranquMIzara 
(maprobamata.  chlordlazapoilda,  and 
diazepam)  during  first  trimaatar  of  preg- 
nancy. has  bean  auggaatad  In  aavaral  stud- 
ies. Baeauaa  use  of  these  drugs  Is  rarely  a 
matter  of  urgency,  their  use  during  this 
period  should  almost  always  be  avoided. 
The  possibility  that  a woman  of  child- 
bearing potential  may  be  pregnant  at  time 
of  Institution  of  therapy  should  be  consid- 
ered. Advise  patients  if  they  become  preg- 
nant during  therapy  or  Intend  to  become 
pregnant  to  communicate  with  their  physi- 
cians about  desirability  of  discontinuing 
the  drug. 

Meprobamate  passes  the  placental  barrier. 
It  is  present  both  In  umbilical-cord  blood  st 
or  near  maternal  pleema  levels  and  in 
breast  milk  of  lectatlng  mothers  at  concen- 
trations two  to  four  times  that  of  maternal 
plasma.  When  use  of  meprobamate  is  con- 
templated In  breastfeeding  patients,  con- 
sider the  drug's  higher  concentrations  in 


breast  milk  as  compared  to  maternal 
plasma  levels. 

USAGE  IN  CHILDREN  Keep  preparations  with 
aspirin  out  of  reach  of  children  Equagesic® 
(meprobamate  with  aspirin)  is  not  recom- 
mended for  patients  12  years  of  age  and  under 
PRECAUTIONS: 

ASPIRIN  Salicylates  antagonize  uricosuric 
activity  of  probenecid  and  sulfinpyrazone  Sali- 
cylates are  reported  to  enhance  hypoglycemic 
effect  of  sulfonylurea  antidiabetics 
MEPROBAMATE  Use  lowest  effective  dose, 
particularly  in  elderly  and'Or  debilitated,  to  pre- 
clude over-sedation  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidney,  to 
avoid  excess  accumulation  exercise  caution  in 
Its  use  in  patients  with  compromised  liver  or 
kidney  function  Meprobamate  occasionally 
may  precipitate  seizures  in  epileptic  patients  It 
should  bo  prescribed  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies 

ADVERSE  REACTIONS: 

ASPIRIN  May  cause  epigastric  discomfort, 
nausea,  and  vomiting  Hypersensitivity  reac- 
tions. including  urticaria,  angioneurotic  edema, 
purpura,  asthma,  and  anaphylaxis  may  rarely 
occur  Patients  receiving  large  doses  of  salicy- 
lates may  develop  tinnitus 

MEPROBAMATE  CNS  Drowsiness,  ataxia, 
dizziness,  slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of  visual 
accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity 
Gl  Nausea,  vomiting,  diarrhea 
CARDIOVASCULAR  Palpitation,  tachycardia, 
various  forms  of  arrhythmia,  transient  ECG 
changes,  syncope,  hypotensive  crisis. 
allergic  or  IDIOSYNCRATIC  Milder  reac- 
tions are  characterized  by  itchy,  urticarial,  or 
erythematous  maculopapuiar  rash,  generalized 
or  confined  to  the  grom  Other  reactions 
include  leukopenia,  acute  nonthrombocyto- 
penic purpura,  petechiae.  ecchymoses.  eosi- 
nophilia,  peripheral  edema,  adenopathy,  lever, 
fixed  drug  eruption  with  cross-reaction  to  cari- 
soprodoi  and  cross-sensitivity  between  mepro- 
bamate'mebutamate  and  meprobamate' 
carbromal  Rare,  more  severe  hypersensitivity 


reactions  include  hyperpyrexia,  chills,  angi- 
oneurotic edema,  bronchospasm.  oliguria,  and 
anuria  Also,  anaphylaxis,  exfoliative  dermati- 
tis. stomatitis,  and  proctitis  Stevens-johnson 
syndrome  and  bullous  dermatitis  have 
occurred 

HEMATOLOGIC  (SEE  ALSO  ’ALLERGIC  OR 
IDIOSYNCRATIC*)  Agranulocytosis,  aplastic 
anemia  have  been  reported,  although  no 
causal  relationship  has  been  established,  and 
thrombocytopenic  purpura 
OTHER  Exacerbation  of  porphyric  symptoms 
DOSAGE  AND  ADMINISTRATION: 

Usual  dose  is  one  or  two  tablets.  3 to  4 times 
daily  as  needed  for  relief  of  pain  when  tension 
or  anxiety  is  present  Not  recommended  for 
patients  12  years  of  age  and  under 

OVERDOSAGE: 

Treatment  is  essentially  symptomatic  and  sup- 
portive Any  drug  remaining  in  the  stomach 
should  be  removed  Induction  of  vomiting  or 
gastric  lavage  may  be  indicated  Activated 
charcoal  may  reduce  absorption  of  both  aspirin 
and  meprobamate  Aspirin  overdosage  pro- 
duces usual  symptoms  and  signs  of  salicylate 
intoxication  Observation  and  treatment  should 
include  management  of  hyperthermia,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis 
and  dehydration,  watching  for  evidence  of 
hemorrhagic  manifestations  due  to  hypopro- 
thrombinemia  which,  if  it  occurs,  usually 
requires  whole-blood  transfusions  Suicidal 
attempts  with  meprobamate  have  resulted  m 
drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse 
Some  suicidal  attempts  have  been  fatal  The 
following  data,  reported  in  the  literature  and 
from  other  sources,  are  not  expected  to  corre- 
late with  each  case  (considering  factors  such 
as  individual  susceptibility  and  length  of  time 
from  ingestion  to  treatment),  but  represent 
usual  ranges  reported  Acute  simple  overdose 
(meprobamate  alone)  Death  has  been 
reported  with  ingestion  of  as  little  as  12  grams 
meprobamate  and  survival  with  as  much  as  40 
grams 

BLOOD  LEVELS: 

0 5-2  0 mg  percent  represents  usual  blood- 
level  range  of  meprobamate  after  therapeutic 


doses  The  level  may  occasionally  be  as  high 
as  3 0 mg  percent 

3-10  mg  percent  usually  corresponds  to  find- 
ings of  miid-to-moderate  symptoms  of 
overdosage,  such  as  stupor  or  light  coma 
10-20  mg  percent  usually  corresponds  to 
deeper  coma,  requiring  more  intensive  treat- 
ment Some  fatalities  occur 
At  levels  greater  than  20  mg  percent,  more 
fatalities  than  survivals  can  be  expected 
Acute  combined  overdose  (meprobamate  with 
other  psychotropic  drugs  or  alcohol)  Since 
effects  can  be  additive,  history  of  ingestion  of  a 
low  dose  of  meprobamate  plus  any  of  these 
compounds  (or  of  a relatively  low  blood  or  tis- 
sue level)  cannot  be  used  as  a prognostic 
indicator 

In  cases  of  excessive  doses,  sleep  ensues  rap- 
idly and  blood  pressure,  pulse,  and  respiratory 
rates  are  reduced  to  basal  levels  Any  drug 
remaining  in  stomach  should  be  removed  and 
symptomatic  treatment  given  Should  respira- 
tion or  blood  pressure  become  compromised, 
respiratory  assistance.  CNS  stimulants,  and 
pressor  agents  should  be  administered  cau- 
tiously as  indicated  Diuresis,  osmotic  (manni- 
tol) diuresis,  peritoneal  dialysis,  and 
hemodialysis  have  been  used  successfully  in 
removing  both  aspirin  and  meprobamate 
Alkalinization  of  the  unne  increases  excretion 
of  salicylates  Careful  monitoring  of  urinary  out- 
put IS  necessary,  and  caution  should  be  taken 
to  avoid  overhydration  Relapse  and  death, 
after  initial  recovery,  have  been  attributed  to 
incomplete  gastric  emptying  and  delayed 
absorption 
HOW  SUPPLIED: 

Scored  tablets,  bottles  of  100:  Redipak®  strip 
pack  25's.  Redipak®unit  dose  100  $.  individ- 
ually wrapped 
Cl  3343-1  9/6  63 


Wyeth 

lii 


Laboratories 

Phiiadeiohc*  Pa  teiOt 


€>  1984.  Wyeth  Laboratories 


IpRESIDENrS 

PAGE 


Trust 


Jack  Hyman,  M.D. 
President,  MASA 


i Observing  the  mad,  pell-mell  race  into  alternative 
systems,  I am  sadly  constrained  to  the  view  that  too 
many  people  are  attempting  to  apply  General  Nathan 
Bedford  Forrest’s  famous  prescription  for  victory  — 
“Git  thar  fustest  with  the  mostest.” 

Admirable  as  this  principle  may  be  on  the  field  of 
battle,  it  hardly  augurs  well  for  what  is  at  one  and  the 
same  time  the  best  and  most  fragile  of  American  institu- 
j tions,  our  vaunted  health  care  system. 

Most  reasonable  physicians  are  deeply  concerned,  I 
I believe,  that  the  shot  and  shell  of  the  1980s  may  savage 
• relationships  built  on  honored  tradition  and  deep  trust. 

One  of  the  more  lamentable  casualties  of  the  fighting 
for  market  share  could  be  the  hospitals.  No  less  an 
authority  than  the  AMA  had  given  credence  to  specula- 
tion that  as  many  as  1 ,000  U.S.  hospitals  may  succumb 
I to  the  unequal  struggle  and  close  their  doors  in  the  next 
few  years. 

Even  as  individual  physicians  are  concerned  with 
! their  own  survival  in  the  head-to-head  competition 
' being  aided  and  abetted  by  the  federal  government, 

I industry  and  the  carriers,  the  danger  is  very  real  that  the 
I relationship  between  doctors  and  hospitals  may  be  se- 
! verely  strained  — to  the  point  of  rupture  in  some 
instances. 

HCFA  and  other  third-party  payors  are  exhorting  us 
to  keep  patients  out  of  the  hospital  whenever  possible; 
to  do  in  our  offices  as  much  of  what  we  traditionally  did 


in  hospitals  as  possible.  The  air  is  filled  with  invidious 
comparisons  of  hospital  charges.  Free-standing  doc-in- 
the-boxes  are  designed  to  divert  patients  from  hospital 
ERs  as  well  as  from  traditional  doctors’  offices. 

Hospitals  have  contributed  to  the  new  rivalries  with 
their  satellites,  free-standing  clinics,  hospital-based 
PPOs,  by  increasing  their  staffs  of  salaried  physicians; 
and  in  other  ways. 

All  this  threatens  to  dredge  a gulf  between  the  hospi- 
tal and  the  private-practice  physician.  That  would  be  a 
calamity.  We  are  not  talking  here  about  friendly  com- 
petition of  the  kind  that  exists  between  hardware  mer- 
chants, say  — men  who  might  be  the  closest  of  personal 
friends  but  who  try  to  clobber  each  other  in  attracting 
business. 

Health  care  is  not  like  that  at  all,  however  much 
Washington  wants  to  make  it  seem  so.  The  nation’s 
laws  have,  at  least  until  now,  recognized  the  unique- 
ness of  the  relationship  between  physician,  hospital  and 
patient.  Thirty  years  ago,  the  U.S.  Supreme  Court 
formally  declared  this  “quite  different  from  the  usual 
considerations  prevailing  in  ordinary  commercial  mat- 
ters.’’ 

The  difference,  the  cement  that  has  held  all  the 
stones  together,  has  been  that  most  subtle  of  all  cohe- 
sive forces,  trust.  Trust  in  the  legal  sense  and  in  the 
moral  sense.  The  patient  trusted  the  physician,  who 
trusted  the  hospital,  which  trusted  the  physician  — a 
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closed  equilateral  triangle  of  mutual  trust. 

This  has  been  one  of  the  most  powerful  forces  in  our 
society,  one  largely  isolated,  until  now,  from  all  the 
pressures  and  vicissitudes  that  have  infected  “ordinary 
commercial  matters.”  It  is  this  trust  relationship,  I 
regret  to  say,  that  is  the  target  of  most  of  those  who 
want  to  see  American  medicine  bought  and  sold  on  the 
commodity  exchange  like  coffee  and  pork  bellies.  In 
their  strategy  sessions  devoted  to  ways  to  divide  and 
conquer  us,  they  must  have  spent  many  hours  agoniz- 
ing over  that  peculiar  bond  that  has  developed  over  the 
ages.  Sever  it,  they  know,  and  the  rest  will  be  easy. 

It  should  be  our  purpose  to  strengthen  it.  When  the 
dust  of  battle  and  the  angry  exchange  of  words  have 
settled  into  that  purifying  silence  that  always  follows 
great  conflicts,  the  hospital  will  still  be  our  temple.  We 
must  begin  now  to  shore  up  the  trust  relationship, 
strengthening  the  beams,  rafters  and  foundation,  thus 
to  withstand  the  bombardment  in  the  years  ahead.  The 
unspoken  nature  of  the  trust  relationship  served  well 
enough  for  its  day,  but  what  both  sides  must  provide 
now  is  communication. 

I believe  physicians  should  make  overtures  to  hospi- 
tal governances  to  place  more  members  of  the  medical 
staff  on  boards  of  trustees;  that  medical  staffs  should 
always  invite  and  encourage  attendance  of  the  adminis- 
trator and  trustees  in  their  deliberations;  that,  in  fact, 
the  worlds  of  commerce  and  of  medical  science  join 
hands  in  common  cause,  within  the  hospital. 

Tacit  understanding  will  no  longer  do;  gone  are  the 
days  when  it  was  simply  understood  that  the  medical 
staff  did  its  thing;  that  the  administration  did  its;  and 
never  the  twain  should  meet.  They  must  meet  now;  the 
survival  and  enduring  strength  of  the  hospital  depend 
on  their  close  cooperation  in  planning  for  the  near  term 
and  the  long  term. 

HMOs,  DRGs,  PPOs  and  so  on  will  dilute  the  quality 
of  care  if  we  let  that  happen.  If  we  do,  we  will  have 
forfeited  our  most  precious  asset,  the  one  attribute  that 
has  made  the  American  health  care  system  worth  de- 
fending at  all  costs.  Physicians  and  hospitals  have, 
between  them,  all  the  wisdom  in  the  world  to  turn  back 
the  forces  of  division  and  disruption.  We  must  link  our 
destinies  with  hoops  of  steel  to  insure  the  survival  of 
what  is  surely  one  of  the  proudest  achievements  of 
Western  Civilization. 

We  can  no  longer  risk  the  survival  of  the  silent 
partnership  that  worked  so  well  in  the  good  old  days 
(as,  even  now,  we  are  beginning  to  call  the  years  before 
1983).  It  must  be  wrought  into  an  active,  permanent, 
working  relationship.  And  there  is  no  better  starting 
point,  in  my  judgement,  than  the  seating  of  more  physi- 
cians on  boards  of  trustees,  enlarging  the  boards  if 
necessary. 

To  the  art  of  and  science  of  medicine  must  now  be 
added  the  business  of  medicine.  And  the  first  order  of 
that  business,  I submit,  is  to  rejuvenate  and  formalize 


the  trust  relationship  so  long  taken  for  granted. 

“Trust,  like  the  soul,”  the  ancient  lawmaker  said, 
“never  returns  once  it  has  gone.” 


Executive  Director 

continued  from  page  4 

served  all  sectors  of  the  economy  so  well,  had  been 
federalized.  Contrary  to  Washington  pronouncements, 
a doctor  is  not  free  to  opt  out  of  the  system:  it  controls 
his  freedom  of  practice  even  though  he  elects  not  to 
participate. 

The  application  of  the  Budget  Reduction  Act  of  1984 
to  American  medicine  is  more  than  the  camel’s  nose 
under  the  tent.  It  is  almost  the  whole  camel  of  social- 
ized medicine,  which  must  begin  with  subjugation  of 
the  American  doctor.  By  accident  or  by  design,  this  is 
such  a blatant  attempt. 

Whatever  propagandists  say,  the  fee  freeze  is  win- 
dow dressing  to  disguise  the  demand  for  the  uncon- 
ditional surrender  of  the  American  doctor.  The  legisla- 
tion did  not  give  him  the  option  of  deciding  he  will  not 
be  controlled  by  Washington.  In  some  ways,  it  controls 
him  even  more  if  he  chose  to  resist  than  if  he  chose  to 
acquiesce. 

That  is  why  doctors  are  up  in  arms.  As  free  Amer- 
icans, they  are  told  by  their  government  that  they  do  not 
have  the  civil  liberties  others  do;  to  enter  what  contracts 
they  choose;  or  to  govern  their  lives  in  the  traditional 
American  way,  which  leaves  success  or  failure  the 
privilege  and  responsibility  of  the  individual. 

The  American  Medical  Association  decided  to  file 
suit  because  this  legislation  confiscates  private,  indi- 
vidual medical  practices  and  makes  the  American  doc- 
tor an  unwilling  servant  of  the  state.  It  is,  quite  simply, 
a form  of  conscription  passed  virtually  without  debate. 
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Screening  for  Gastrointestinal 

Bleeding 

Raymond  L.  Bell,  M.D.,  F.A.C.P.* 


Patient  compliance  is  the  key  to  successful 
screening  for  gastrointestinal  bleeding. 

This  study,  using  111  men  and  women  45 
years  of  age  and  over  and  of  varying  socio- 
educational  backgrounds,  produced  over  70% 
compliance.  Modification  of  traditional  screen- 
ing instruction  and  procedures  may  have 
played  a significant  role  in  producing  such  a 
high  compliance. 


Bleeding  continues  to  be  one  of  the  most  reliable 
signs  of  gastrointestinal  pathology.  Blood  is 
usually  found  in  the  stool  in  minute  amounts  as  a result 
of  shedding  of  mucosal  cells.  This  amount  of  blood 
poses  no  problem  since  it  is  not  detected  with  routine 
diagnostic  tests.  Larger  amounts  of  blood  can  be  reli- 
ably detected  with  the  guaiac  resin  test.  The  principle  of 
this  test  relies  on  a blue  color  being  produced  when 
hemoglobin  reacts  with  the  guaiac  resin  in  the  presence 
of  hydrogen  peroxide.  Commercial  kits,  prepared  by 
incorporating  the  guaiac  resin  into  filter  paper,  provide 
a very  simple  and  inexpensive  means  of  performing  this 
test. 


* Assistant  Clinical  Professor.  University  of  South  Alabama.  2257  Costarides 
Street.  Mobile.  Alabama  33617.  205-471-4402. 


The  American  Cancer  Society  has  popularized  this 
diagnostic  tool  as  a screening  test  for  colorectal  cancer 
and  associated  neoplasms.  Though  this  remains  to  be 
one  of  the  major  uses  of  this  test,  the  importance  of  its 
use  in  screening  for  other  pathologic  lesions  should  not 
be  overshadowed. 

Method 

The  subjects  included  in  this  study  were  randomly 
selected  from  a general  internal  medicine  practice, 
composed  of  approximately  95%  Black  clientele  with 
an  age  spectrum  of  18-95.  The  socio-educational  pro- 
file spanned  the  gamut  of  indigent  to  middle  upper  class 
and  of  all  educational  levels. 

The  one  year  study,  from  March  1 , 1 98 1 to  February 
28,  1982,  used  the  following  criteria  for  subject  selec- 
tion: 

1)  45  years  of  age  and  older: 

2)  Mentally  and  physically  competent  to  comprehend 
and  follow  the  instructions  for  obtaining  stool  sam- 
ples and  returning  them  for  processing: 

3)  Willingness  to  participate  in  the  study. 

With  no  dietary  restrictions  given,  each  participant 
was  issued  a Hemoccult  11  slide  with  two  individual 
slots  and  instructed  to  begin  collecting  samples  with  the 
next  bowel  movement  in  the  following  manner:  a)  after 
bowel  evacuation,  wipe  with  toilet  tissue  in  a normal 
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TABLE  1 

PATIENT  COMPLIANCE 


No.  of  Subjects 

No.  of  Patients 

Returning  Slides 

No.  of  Patients  Not 
Returning  Slides 

Per  Cent 
Compliance 

Females  (71) 

56 

15 

73 

Males  (40) 

31 

9 

71 

Total  (111) 

87 

24 

72 

TABLE  2 

SCREENING  RESULTS 


No.  of  Subjects 

No.  of  Positive 

Slides 

No.  of  Negative 

Slides 

Per  Cent  of 
Postive  Slides 

Females  (56) 

12 

44 

21.4 

Males  (31) 

9 

22 

29 

Total  (87) 

21 

66 

25 

manner  and  smear  some  of  the  stool  from  the  tissue 
onto  one  of  the  slots  on  the  slide,  b)  close  the  slide  and 
wait  two  days,  and  c)  on  the  third  day  repeat  the  proce- 
dure using  the  other  slot.  The  slide  was  to  be  mailed  or 
delivered  to  the  office  in  the  envelope  provided. 

The  office  nurse  evaluated  and  returned  slides  and 
recorded  the  results  of  the  test. 

Results 

The  study  included  1 1 1 patients,  71  females  and  40 
males.  The  ages  ranged  between  45  and  91.  Eighty- 
seven  of  the  111  returned  the  slides  a (72%  compliance 
rate),  73%  for  the  females  and  71%  for  the  males.  The 
following  tables  illustrate  the  results  of  the  screening 
study: 

Of  the  87  patients  screened,  21  had  positive  results 
(24.1%).  Six  of  these  21  patients  returned  for  follow  up 
diagnostic  studies,  consisting  of  barium  enemas  and 
colonoscopy.  The  findings  were:  1 rectal  carcinoma,  1 
colonic  polyp,  1 inflammatory  bowel  disease,  1 gastric 
ulcer  and  two  patients  had  no  identifiable  source  of 
bleeding. 

Discussion 

Mass  screeing  projects  for  gastrointestinal  bleeding 
have  provided  marginal  results.  The  most  effective 
means  of  screening  appears  to  be  by  individual  practi- 
tioners. 

A screening  program  for  gastrointestinal  bleeding 
was  designed  and  performed  in  a general  internal  medi- 
cine office.  One  of  the  major  concerns  at  the  outset  of 
the  study  was  patient  compliance.  In  an  attempt  to 
increase  patient  compliance  the  current  recommenda- 
tions for  the  Hemoccult  testing  were  modified. 

The  first  modification  was  the  liberalization  of  the 
diet,  before  and  during  the  sample  collection  period. 


The  current  recommendation  stipulates  that  48  hours 
prior  to  obtaining  stool  samples  patients  should  refrain 
from  rare  meats,  turnips,  and  horseradish  while  sup- 
plementing their  diets  with  roughage.  Elimination  of 
these  foods  increases  specificity  by  reducing  the 
amount  of  peroxidases  available  in  the  stool  to  react 
with  the  guaiac  resin  and  produce  a positive  reaction. 

Hopefully,  better  compliance  as  a result  of  liber- 
alization of  the  diet  would  compensate  to  some  degree 
for  the  reduced  specificity.  To  minimize  the  effect  of 
this  reduced  specificity,  patients  with  positive  results 
could  be  rescreened  using  the  appropriate  dietary  re- 
strictions. 

The  most  significant  modification  involved  the 
method  of  collecting  the  stool  samples.  Current  direc- 
tions suggest  using  a small  wooden  stick  to  obtain  2 
samples  from  separate  sections  of  the  stool.  Samples 
for  this  study  were  obtained  from  the  toilet  tissue  after 
wiping  in  the  usual  manner. 

The  “toilet  tissue  method”  appears  to  be  a more 
practical  and  acceptable  method,  providing  many 


TABLE  3 

RESULTS  OF  FOLLOW  UP  DIAGNOSTIC  STUDIES  OF 
PATIENTS  WITH  POSITIVE  TESTS 


Number  of  Patients  With 
Positive  Tests 

Number  and  Results  of 

Patients  Who  Returned 
for  Follow  Up 

Diagnostic  Studies 

21 

6 

1 Rectal  carcinoma 

1 Colonic  polyp 

1 Inflammatory  bowel  disease 

1 Gastric  ulcer 

2 Normal  studies 
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e Eastman  KcxJak  Company,  1984 


The  KODAK  EKTACHEM 
DT60  Analyzer  creates  an 
extra  service  for  your  pa- 
tients without  extra  invest- 
ment in  labor.  And  because 
it  can  pay  for  itself  in  three 
months,  it’s  a timely  invest- 
ment in  your  future. 

The  chemistry  tests 
you  need 

With  the  DT60  Analyzer 
you  perform  key  chemistry 


tests  in  your  own  office 
instead  of  using  an  out- 
side laboratory.  Available 
tests  include  glucose, 
cholesterol,  triglycerides, 
BUN,  uric  acid,  sodium, 
and  potassium,  with  total 
hemoglobin  and  bilirubin 
coming  soon. 

The  time  you  need 

Get  test  results  in  five 
minutes  or  less;  perform 


up  to  75  tests  an  hour. 
Save  time  waiting  for 
results  to  assist  in  your 
diagnosis,  and  on  follow- 
up phone  calls. 

The  accuracy 
you  need 

The  DT60  Analyzer  uses 
proven  technology  and 
methodology  from  the 
KODAK  EKTACHEM  400 
and  700  Analyzers,  which 


provide  millions  of  accurate, 
precise  results  to  clinical 
laboratories  nationwide. 

i The  simplicity 
you  need 

The  DT60  Analyzer,  com- 
pact as  a personal  com- 
puter, features  dry  slide 
technology  to  eliminate 
wet  reagents.  It  is  auto- 
mated to  free  up  your 
staff,  and  training  takes 


only  minutes.  From  the 
finger-stick  sample  to 
results  printout,  the  DT60 
Analyzer  is  simplicity  itself. 

To  see  what  the  DT60 
Analyzer  can  do  for  you, 
write  Eastman  Kodak  Com- 
pany, Dept.  740-B,  343  State 
Street  Rochester,  NY  14650, 
or  call  1 800  44K0DAK, 
Ext  423(1  800  445-6325, 
Ext  423)  today. 


Leading  the  way  in  healthcare 
technology  for  over  1 00  years. 

KODAKEKTACHEM 
Clinical  Chemistry  Products 
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advantages  over  the  “stick  method.”  The  residual  fe- 
cal material,  resulting  from  the  shearing  force  of  the 
anal  musculature,  provides  a more  representative  sam- 
ple from  the  external  surface  of  the  stool  than  could  be 
obtained  by  merely  sampling  from  2 random  areas. 
Another  advantage  of  the  toilet  tissue  method  is  the 
ease  and  convenience  which  it  affords  the  subject  in 
obtaining  a specimen.  Older  patients  who  are  more 
likely  to  benefit  from  this  screening  often  have  physical 
problems  such  as  arthritis  and  reduced  visual  acuity 
which  may  interfere  with  obtaining  a stool  sample 
using  the  conventional  method. 

An  additional  modification  involves  the  collection 
interval  and  the  number  of  samples  collected.  Instead 
of  having  the  patients  collect  samples  on  three  consecu- 
tive days,  they  are  instructed  to  collect  two  samples, 
three  days  apart.  Conceivably,  this  collection  scheme 
would  not  alter  the  results  appreciably  and  probably 
increase  compliance.  Incidentally,  many  patients  do 
not  have  daily  bowel  movements  and,  therefore,  the 
three  consecutive  day  regime  may  not  prove  appli- 
cable. 

Since  patient  compliance  is  an  essential  aspect  of  any 
screening  program  for  gastrointestinal  bleeding,  it  is 
significant  that  modified  instructions  and  procedures 
produced  a greater  than  70%  compliance.  Many  diffi- 


culties arise  in  comparing  the  compliance  rate  of  this 
study  to  other  studies  because  of  the  patient  population 
and  modification  in  the  screening  techniques.  Howev- 
er, it  is  felt  that  this  represents  a very  respectable 
compliance  rate  in  comparison  to  similar  studies. 

It  is  unfortunate  that  more  subjects  with  positive  tests 
did  not  return  for  additional  diagnostic  studies.  Howev- 
er, the  six  who  did  undergo  additional  diagnostic  stud- 
ies, four  demonstrated  pathologic  lesions  that  may  have 
been  their  source  of  bleeding. 

Screening  with  the  guaiac  resin  test  for  gastrointes- 
tinal bleeding  in  the  older  population  and  in  certain  high 
risk  groups  represents  a very  valuable  and  important 
diagnostic  tool.  Methods  employed  that  increase  pa- 
tient compliance  enhance  the  usefulness  of  this  proce- 
dure. Hopefully,  the  methods  employed  in  this  study 
will  prove  useful  in  increasing  patient  compliance  and 
also  the  effectiveness  of  screening  for  gastrointestinal 
bleeding.  0 
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Listeria  Meningitis 

Stephen  G.  Lauten,  M.D.* 


Listeria  meningitis  is  a rare  form  of  bacterial 
meningitis  caused  by  a gram-positive  coccobacil- 
lus  called  Listeria  monocytogenes.  This  organism  may 
also  produce  spontaneous  sepsis,  endocarditis,  perito- 
nitis, osteomyelitis,  and  nonmeningitic  central  nervous 
system  infections. 

It  tends  to  occur  in  immunosuppressed  hosts  such  as 
renal  transplant  recipients,  patients  with  lymphoprolif- 
erative  diseases  or  leukemia  and  patients  with  cirrhosis 
or  diabetes. 

It  classically  masquerades  as  a “diphtheroid  con- 
taminant” because  of  its  close  similarity  to  the  size  and 
shape  of  those  organisms.  Listeria  organisms  are  weak- 
ly beta  hemolytic  and  may  also  resemble  streptococci. 

The  following  is  a case  report  of  a patient  with 
Listeria  meningitis: 

Case  Report 

A 70-year-old  white  female  was  admitted  to  the  hospital 
with  fever,  confusion,  and  meningismus.  She  had  been  well 
until  36  hours  prior  to  admission  when  the  family  described 
increasing  disorientation  progressing  to  combativeness. 
There  was  a past  history  of  maturity  onset  diabetes  mellitus 
with  poor  medical  compliance. 

Her  physical  exam  included  a stiff  neck,  extreme  dis- 

• Clinical  Volunleer  Faculty.  University  of  South  Alabama  Sch(H)l  of  Medicine, 
Clinical  Assistant  Professor  of  Medicine;  Private  Practice  Internal  Medicine  (General- 
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orientation  and  a rectal  temperature  of  105°.  A spinal  tap 
found  a protein  of  210  mgm  % (normal  being  15-45)  with  a 
glucose  of  30  (simultaneous  serum  glucose  of  220)  with  a 
white  count  of  800  (75%  polymorphonuclears). 

Aqueous  penicillin  and  chloramphenicol  were  given 
parenterally.  Blood  cultures  and  spinal  fluid  were  positive 
for  L.  monocytogenes.  She  subsequently  received  a three 
week  course  of  aqueous  penicillin  (21  million  units  a day) 
and  chloramphenicol  was  discontinued.  After  five  days  of 
therapy,  her  mental  status  normalized  and  subsequent  spinal 
taps  showed  resolution  in  the  CSF  formula  abnormalities. 

In  one  series,  1 78  cases  of  listeria  infections  in  adults 
were  reviewed  and  55%  were  meningitis.  Primary  sep- 
sis accounted  for  about  25%  with  other  causes  much 
less  frequent.  Meningitis  was  more  commonly  seen  in 
the  6th  and  7th  decade  and  % of  the  cases  occurred  over 
the  age  of  50. 

Listeria  may  also  occur  in  the  pediatric  age  group, 
especially  among  neonates,  but  it  is  less  common  in 
older  children  and  adolescents. 

Most  cases  of  listeria  meningitis  in  adults  are  abrupt 
in  on.set  rather  than  indolent.  Most  patients  will  have 
high  fever  and  nuchal  rigidity  with  variable  stages  of 
consciousness.  As  many  as  one  in  four  patients  develop 
seizures.  Focal  neurological  signs  such  as  limb  paral- 
ysis and  cranial  nerve  palsies  may  also  occur.  Blood 
cultures  are  frequently  positive. 
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The  majority  of  patients  will  have  elevated  spinal 
fluid  protein,  occasionally  greater  than  300  mgm  % 
with  a normal  to  low  spinal  fluid  glucose.  White  counts 
are  extremely  variable  usually  showing  a predomi- 
nance of  polys. 

Intravenous  ampicillin  or  high  doses  of  intravenous 
aqueous  penicillin  are  both  acceptable  treatment  mo- 
dalities. The  overall  mortality  in  adults  is  approximate- 
ly 35%,  with  alcoholics  and  diabetics  faring  better  than 
renal  transplant  recipients  and  those  with  concurrent 
malignancies. 

Conclusion 

Listeria  monocytogenes  is  a rare  form  of  bacterial 
meningitis  accounting  for  less  than  1%  of  all  cases.  It 
affects  all  age  groups  but  has  a predisposition  for  the 
very  young  (neonates)  and  those  over  the  age  of  55 . It  is 
seen  more  commonly  in  immunocompromised  hosts, 
especially  renal  transplant  patients  and  those  with  lym- 
phoproliferative  disorders  or  leukemia.  It  may  also 


occur  in  cirrhotics  and  diabetics.  Unfortunately,  listeria 
meningitis  may  present  without  “risk  factors”  in  an 
otherwise  healthy  person.  Aqueous  penicillin  or  ampi- 
cillin remain  effective  drugs  but  even  in  the  best  of 
hands  mortality  is  high,  especially  in  the  older,  more 
compromised  patient.  0 
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Delegate’s  Report 
1984  Annual  Meeting  of  the 
AMA  House  of  Delegates 

By  Julius  Michaelson,  M.D. 


Introduction 

The  AMA  House  of  Delegates  met  in  Chicago  June 
17-21.  There  were  355  delegates  seated: 

• 283  delegates  representing  state  medical  associa- 
tions 

• 63  delegates  representing  national  medical  spe- 
cialty societies.  The  house  voted  to  admit  two  addition- 
al specialty  societies  at  this  meeting,  the  American 
Academy  of  Medical  Directors  and  the  National  Asso- 
ciation of  Medical  Examiners 

• 9 Section  and  Service  delegates  representing  hos- 
pital medical  staffs,  medical  students,  medical  schools, 
resident  physicians.  Army,  Navy,  Air  Force,  USPHS, 
and  the  Veterans  Administration. 

Outgoing  AMA  President  Frank  J.  Jirka,  Jr. , M.D. , 
reviewed  the  year’s  events  and  cited  grassroots  physi- 
cian efforts  in  supporting  the  Association’s  efforts, 
e.g.,  defeat  of  mandatory  assignment  for  medicare 
inpatient  care  and  support  for  the  voluntary  fee  freeze. 
Dr.  Jirka  emphasized  the  importance  of  recruiting  new 
members  and  urged  the  House  to  make  special  efforts  to 
recruit  members  among  students,  residents,  women 
physicians,  and  foreign  medical  graduates. 

Incoming  President  Joseph  F.  Boyle,  M.D.,  called 
for  a reaffirmation  of  professional  ethics  in  light  of 
increasing  pressures  to  embrance  a business  ethic.  He 
called  on  physicians  to  rededicate  themselves  to  the 


principle  that  the  care  of  the  patient  shall  be  their  first 
consideration. 

The  House  considered  182  resolutions  and  73  re- 
ports. 

Future  Directions  and  Resource  Needs 

The  House  approved  several  recommendations  of 
the  Board  of  Trustees  contained  in  a major  report  about 
AMA  finances  and  membership. 

• Of  foremost  interest  to  AMA  members  is  that 
AMA  dues  will  be  maintained  at  current  levels  in  1985. 
The  Reference  Committee  cautioned  the  House, 
however,  that  future  AMA  dues  may  have  to  be  in- 
creased by  $30  in  1986  and  an  additional  $30  in  1987  in 
order  to  avoid  major  reductions  in  AMA  programs  and 
activities  in  those  years. 

• The  dues  exemption  policy  was  revised  so  that  this 
membership  category  is  limited  to  members  who  are  at 
least  70  years  of  age  and  fully  retired  or  suffering 
financial  hardship  and/or  disability. 

• Members  who  are  at  least  70  years  of  age  and 
working  no  more  than  20  hours  per  week  pay  one-half 
of  regular  dues. 

• Members  who  previously  qualified  for  dues- 
exemption  under  criteria  other  than  financial  hardship 
would  continue  to  be  eligible  under  the  grandfather 
clause. 
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Aftera  nitrate, 
add  ISOPTlff 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%) 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTINnnm 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g,,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  IS  used,  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e  g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C. -cardioversion  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C:  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia;  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3,6%),  headache  (1.8%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 


A public  service  message  from  this  magazine  and  the 
Advertising  Council 


Diagnosis-Related  Groups  (DRGs) 

Easily  the  dominant  issue  at  the  Annual  Meeting  was 
DRGs  and  their  effect  on  the  quality,  cost,  and  availa- 
bility of  care.  The  House  directed  the  Board  to  place  a 
high  priority  on  monitoring  the  system  and  report  back 
at  the  1984  Interim  Meeting. 

In  other  related  actions,  the  House  voted  to: 

• Continue  the  AMA’s  strong  and  concentrated 
efforts  to  seek  elimination  of  the  DRG  attestation  state- 
ment that  requires  physicians  to  certify  primary  and 
secondary  diagnosis  and  procedures. 

• Seek  legislative  and  regulatory  changes  to  ensure 
that  differences  in  DRG-based  payments  to  different 
categories  of  hospitals  (rural  and  urban)  are  based  on 
true  differences  in  the  costs  of  providing  services  by 
those  hospitals  rather  than  on  arbitrary  geographic 
criteria. 

• Oppose  the  mandated  algorithmic  or  cookbook/ 
decision  tree  method  of  establishing  a treatment  regi- 
men as  cost  effective  under  the  Medicare  payment 
system. 

• Oppose  the  expansion  of  DRGs  to  physicians. 

• Seek  changes  in  the  DRG  system  to  provide 
adequate  reimbursement  for  events  arising  during  hos- 
pitalization that  significantly  add  to  a patient’s  require- 
ments for  care. 

Health  Policy  Agenda 

A special  reference  committee  was  appointed  to  con- 
sider the  159  principles  developed  by  the  Health  Policy 
Agenda  for  the  American  People. 

These  principles  are  broad  value  statements  about 
what  should  exist  in  the  health  policy  area. 

Instead  of  adopting  the  principles  as  AM  A policy, 
the  House  voted  to  endorse  them  as  working  principles 
to  help  guide  AMA  representatives  to  HPA  Work 
Groups  and  Advisory  Committees  throughout  the  re- 
mainder of  the  project,  scheduled  for  completion  in 
1986. 

In  its  next  phase,  the  HPA  will  translate  the  princi- 
ples into  policy  recommendations  and  action  plans. 

Automobile  Safety 

The  House  considered  several  resolutions  related  to 
the  use  of  air  bags  and  seat  belts.  The  House  supported: 

• Mandatory  installation  of  air  bags  in  domestic  and 
foreign  cars. 

• Legislation  promoting  the  availability  of  seat  belts 
in  all  motor  vehicles,  including  buses  and  taxis,  used  to 
carry  passengers. 

• Mandatory  seat  belt  use  laws. 

• Mandatory  child  passenger  restraint  laws. 

Tobacco  and  Health 

Taking  an  aggressive  anti-smoking  stance  the  House 
approved  several  policies  to  position  the  Association  in 
the  forefront  of  anti-smoking  groups.  The  House  voted 


to  urge  Congress  to  strengthen  warnings  on  cigaret 
packages  to  say  that  smoking  causes  cancer  of  the 
mouth,  larynx,  and  lung;  is  a major  cause  of  heart 
disease  and  emphysema;  and  is  addictive;  and  may 
result  in  death. 

Hospital  Medical  Staff  Issues 

The  Hospital  Medical  Staff  Section  met  for  two  days 
prior  to  the  opening  of  the  AMA  House. 

Over  700  representatives  were  registered  from  vir- 
tually every  state.  They  considered  about  60  resolu- 
tions and  submitted  1 8 resolutions  for  consideration  by 
the  AMA  House. 

Enthusiasm  among  HMSS  representatives  remains 
high  and  participation  in  this  policy-making  process  is 
expected  to  increase.  The  goal  is  to  have  every  hospital 
send  a representative  to  further  enhance  communica- 
tion between  the  AMA  and  local  hospital  medical 
staffs. 

The  AMA  House  approved  a number  of  resolutions 
related  to  the  organization  and  operation  of  the  medical 
staff.  The  House: 

• Supported  the  medical  staff’s  authority  to  approve 
or  disapprove  all  amendments  to  medical  staff  bylaws. 

• Supported  the  idea  that  hospital  governing  boards 
cannot  unilaterally  change  medical  staff  bylaws. 

• Asked  the  AMA  to  prepare  and  distribute  a docu- 
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STRENGTHEN  YOUR  ROLE  IN 
HOSPITAL  MEDICAL  STAFF  LEADERSHIR.. 

INFLUENCE  AMA  POLICY 


Participate  * Influence  Organized  Medicine  • 
Participate  • Solve  Medical  Staff  Concerns  • 
Participate  • Face  Medical  Staff  Issues  • 
Participate  • Predict  Medical  Staff  Tk'ends  • 
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AMA  Hospital  Medical  Staff  Section 
Fourth  Assembly  Meeting 
November  29-December  3, 1984 
Hilton  Hawaiian  Village 
Honolulu 

For  Information  Contact: 

American  Medical  Association 
Hospital  Medical  Staff  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  (312)  645-4753 


ment  on  the  legal  status  of  medical  staffs. 

• Encouraged  hospitals  and  medical  staffs  to  make 
all  medical  staff  rules  available  to  physicians. 

• Directed  the  AMA  to  oppose  any  regulation  that 
would  mandate  voting  privileges  for  non-physician 
members  of  the  medical  staff. 

• Recommended  that  medical  staffs  develop  bylaw 
provisions  that  affirm  the  binding  effect  of  medical 
staff  bylaws  on  the  hospital  governing  board  and  the 
medical  staff. 

Cognitive  Services  Reimbursement 

The  House  considered  five  resolutions  pertaining  to 
reimbursement  for  cognitive  services.  The  House 
approved  a substitute  resolution  that  asked  the  AMA  to: 

• Support  the  concept  that  third-party  payors  should 
provide  more  equitable  reimbursement  for  physicians’ 
services  which  are  solely  cognitive  in  comparison  with 
their  procedural  services. 

• Take  appropriate  action  to  promote  more  equitable 
reimbursement  for  solely  cognitive  services  with  third 
party  payors,  business  groups,  and  other  professional 
associations. 

IRS  Physician  Impersonation 

The  House  received  a late  resolution  pertaining  to  a 
recently  announced  IRS  campaign  to  have  IRS  agents 


impersonate  physicians  and  other  professionals. 

The  House  asked  the  AMA  to  monitor  the  situation 
and  report  back  at  the  1984  Interim  Meeting. 

Conclusion 

In  closing  I would  like  to  emphasize  a prevailing 
theme  at  this  meeting  — that  is  that  the  AMA  must 
increase  its  membership.  In  trying  to  keep  dues  in- 
creases to  a minimum  the  delegates,  for  the  first  time, 
are  volunteering  to  recruit  at  least  five  new  members. 
It’s  called  the  Peer-to-Peer  program  and  I invite  you  to 
accept  a similar  obligation  to  enlarge  the  representative 
base  of  the  AMA  by  asking  your  colleagues  to  join. 

AMA  House  meetings  provide  a unique  educational 
opportunity  and  I would  encourage  you  to  attend  and 
participate.  Any  member  of  the  Association  may  present 
testimony  at  the  Reference  Committee  hearings  and,  of 
course,  corridor  discussions  on  the  issues  provide  am- 
ple opportunities  to  get  your  views  across. 

If  you  can’t  come  to  the  meeting  you  can  still  be 
represented  through  your  delegate.  Let  your  delegation 
know  your  opinions.  You  can  also  prepare  a resolution 
and  request  that  it  be  submitted  to  the  House. 

Julius  Michaelson,  M.D. 

Chairman,  Alabama  Delegation 


4- 


Dx:  recurrent 


NeRpecin-ii. 


herpes  labialis 

Herpecin-L  Up  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes."  GP,  New  York 


In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
with  low  risk  / high  benefit. " Derm.,  Miami 


"Staff  and  patients  find  Herpecin-L 
remarkably  effective.”  Derm.,  New  Orleans 


OTC.  See  P.D.R.  for  information. 
For  trade  packages  to  make  your 
own  clinical  evaluation,  write: 
Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


In  Alabama,  HERPECiN-L  Cold  Sore 
Lip  Balm  is  available  at  all  Eckerd,  Harco, 
K & B,  Revco  and  SupeRx  Drug  Stores 
and  other  select  pharmacies 


A Timely  System  For  Investors 
Claimed  By  Advisors 


John  K.  Sosnowy 


Good  timing  is  essential  to  making  a profit  in 
the  stock  market.  A Houston  money  manager 
believes  he  has  developed  a system  to  prove  it. 
John  Sosnowy,  a nationally  recognized  invest- 
ment advisor,  has  been  featured  in  articles  in 
Newsweek,  Forbes,  Texas  Business,  as  well  as 
appeared  on  Dan  Rather’s  CBS  Evening  News 
program.  Mr.  Sosnowy  is  managing  partner  of 
The  J.  Sosnowy  Group,  Registered  Repre- 
sentatives of  the  Linsco  Corporation,  and  own- 
er of  the  Sosnowy  Investment  Management 
Company,  a Registered  Investment  Advisor. 
His  market  timing  system  depends  on  a wide 
number  of  variables,  which  include  emotional 
as  well  as  economic  indicators.  In  the  following 
article,  Mr.  Sosnowy  explains  how  his  market 
timing  system  works. 


The  old  Wall  Street  adage  says  “BUY  LOW,  SELL 
HIGH.”  The  concept  is  very  simple.  During  a 
rising  market,  money  should  be  aggressively  employed 
in  the  stock  market.  Conversely,  during  a steep  decline, 
capital  should  be  protected  by  being  moved  out  of  the 
stock  market  into  a cash  position. 

Although  the  concept  is  very  simple,  implementing 
it  successfully  requires  an  unemotional,  disciplined 


application  of  market  timing.  We  have  seen  very  few 
investors  with  the  objectivity  and  expertise  necessary  to 
cut  losses  short  and  to  let  profits  run  to  the  point  where 
they  sell  near  the  top  and  conserve  what  they  have  just 
gained. 

For  many  years  now,  we  have  been  refining  a system 
which  uses,  rather  than  fights,  the  natural  volatility  of 
common  stock  investing.  Based  on  a number  of  indica- 
tors we  have  isolated,  we  can  do  a good  job  of  deter- 
mining when  the  market  is  going  up  or  down  and  adjust 
investments  accordingly. 

We  don’t  believe  that  there’s  any  one  “magic”  sig- 
nal that  you  can  watch  for  that’s  always  going  to  tell 
you  when  to  get  into  the  market  or  when  to  get  out. 
Therefore,  our  market  timing  system  is  divided  into 
three  basic  categories  of  indicators:  fundamentals, 
monetary,  and  technical.  While  it  would  be  too  compli- 
cated to  explain  all  of  the  indicators  we  continually 
evaluate,  we  can  list  a few  of  the  items  we  look  at 
regularly. 

When  we  talk  about  fundamentals,  what  we’re  really 
trying  to  do  is  determine  the  value  in  the  market.  In 
order  to  evaluate  the  value  in  the  market,  we  are  look- 
ing at  such  things  as  the  number  of  stocks  that  are 
trading  below  their  book  value,  corporate  earnings,  and 
more  importantly,  the  projections  of  future  corporate 
earnings. 

We  want  to  look  at  not  only  earnings  projections  but 
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For  faster  claims  payment, 
count  on  the  card's  computer, 

and  a terminal  in  your  office  that  connects  you  to  Blue  Cross 
and  Blue  Shield  of  Alabama.  Your  claims  are  processed  faster 
and  more  efficiently  for  a better  cash  flow.  There’s  nothing  to 
sort,  sign  or  mail.  Just  type  your  claims  into  the  terminal. 

Blue  Cross  and  Blue  Shield  computer  claims  service  is 
dependable,  easy,  and  cost  effective.  Find  out  more  about  Blue 
Cross  and  Blue  Shield  daily  computer  claims  service.  In 
Birmingham,  call  988-2588.  Or  write  us  at  Provider  Services, 
Blue  Cross  and  Blue  Shield  of  Alabama,  450  Riverchase 
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price/eamings  ratios  based  on  those  projections  and  see 
whether  or  not  those  price/earnings  ratios  are  high  or 
low  by  historical  standards.  We  are  also  going  to  look  at 
dividend  yield  levels.  So  we  are  looking  at  these  and 
several  more  in  the  context  of  making  an  educated 
determination  as  to  whether  the  overall  market  is  over- 
valued or  undervalued. 

Just  because  we  determine  at  a particular  point  in 
time  that  the  market  is  undervalued,  doesn’t  mean  that 
it  has  to  go  up.  The  people  who  think  the  market  has 
value  have  to  be  willing  to  get  in  there  and  do  some 
buying  today  in  order  for  the  market  to  go  up. 

In  other  words,  I liken  the  market  to  an  Indianapolis 
race  car.  You  have  a lot  of  value  in  a race  car  by  having 
a supercharged  engine  and  chassis  of  the  latest  design. 
But  that  car  isn’t  going  to  get  out  of  the  garage  if  you 
don’t  put  some  fuel  in  it.  In  the  stock  market,  the 
fundamental  indicators  are  your  horsepower  or  your 
value  to  your  car,  and  your  monetary  indicators  are  the 
fuel.  We  want  to  measure  at  any  point  in  time  whether 
there’s  really  the  kind  of  money  on  the  sidelines  that’s 
necessary  for  a big  market  rally. 

When  we  talk  about  monetary  indicators,  we’re 
looking  at  a number  of  different  things.  We  have  the 
basic  increases  and  decreases  in  the  money  supply 
figures.  We’ll  want  to  look  at  the  level  of  interest  rates. 
The  level  of  interest  rates  is  going  to  tell  you  what  the 
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competition  is  for  money  in  the  stock  market. 

If  money  market  rates  are  1 8% , and  bond  rates  are  14 
and  15%,  you’re  going  to  need  a pretty  good  story 
about  the  stock  market  to  get  people  excited  about 
taking  money  from  a cinch  18%  and  going  into  the 
stock  market. 

On  the  other  hand,  when  you  get  money  market  rates 
down  at  9 and  10%,  and  when  you  see  bond  rates  start 
to  drop,  then  you’ll  have  people  who  are  looking  for  an 
alternative  investment,  and  the  stock  market  will  auto- 
matically appear  to  be  a more  attractive  alternative. 

We  also  want  to  measure  the  level  of  institutional 
cash  that’s  available.  In  other  words,  how  much  in  cash 
reserves  are  mutual  funds  and  pension  and  profit  shar- 
ing type  plans  holding  right  now  relative  to  historical 
standards  and  relative  to  the  level  of  interest  rates?  With 
institutions  accounting  for  anywhere  from  60%  to  two- 
thirds  of  all  trading  activity  in  the  stock  market,  we  had 
better  know  which  way  they’re  leaning  and  whether  or 
not  they  have  the  money  to  get  into  the  market  in  a big 
way. 

So  let’s  assume  now  that  we  have  a situation  where 
the  fundamental  value  in  the  market  is  good  and  where 
the  people  who  think  the  market  is  cheap  also  have 
money  to  invest.  Is  that  enough  to  make  the  market  go 
up  today? 

No.  You  must  have  the  right  psychology  present  in 
the  market  to  finally  get  the  market  on  the  right  track. 
The  people  who  think  the  market  is  cheap  and  who  have 
the  money  to  spend  have  to  be  motivated  to  go  spend  it 
today  in  order  for  the  market  to  really  go  up.  To  try  and 
measure  the  psychology  or  emotions  in  the  market,  we 
have  a set  of  so-called  technical  indicators. 

Technical  indicators  fall  into  several  different  cate- 
gories. There  are  momentum  indicators,  sentiment  in- 
dicators, and  trend-following  indicators.  When  we  talk 
about  the  momentum  in  the  market,  we  are  trying  to 
measure  whether  or  not  the  market  is  emotionally  over- 
bought or  oversold. 

One  way  you  do  that  is  to  make  a calculation  on  a 
short-term  basis  of  how  many  stocks  have  been  advanc- 
ing versus  declining,  and  then  measure  not  only  the 
number  of  advances  versus  declines  from  a mean  line 
computed  over  the  last  ten  days  or  so,  but  also  the 
deviation  in  the  index  itself  over  a period  of  20  to  25 
days. 

We  then  combine  this  into  what  you  might  call  an 
overbought/oversold  type  of  index.  Over  a period  of 
years,  we  can  develop  historical  guidelines  to  deter- 
mine when  the  market  is  really  in  the  kind  of  oversold 
situation  that’s  likely  to  result  in  an  immediate  rally. 

When  we  talk  about  sentiment  indicators,  we’re  talk- 
ing about  how  to  measure  the  activity  of  certain  inves- 
tor groups  which  historically  have  either  been  very 
right  or  very  wrong.  We  have  data  on  groups  like  the 
foreign  buyers,  margin  traders,  specialists,  and  put/call 
buyers.  All  of  those  various  sentiment  indicators  at  a 
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that  work,  claims  service  that  is  second  to  none  and  the  peace  of 
mind  that  only  St.  Paul’s  experienced  staff  and  financial  resources 
can  provide. 

Call  Tim  Morse,  senior  marketing  officer  in  The  St.  Paul’s  Medical  Services 
Division.  His  toll  free  phone  number  is  1-800-328-2189.  extension  7642. 
He'll  explain  our  approach  and  put  you  in  touch  with  an  independent 
insurance  agent  who  understands  your  needs. 


You  know  they  mean  well.  But  you  also  need  to  know  that  many 
malpractice  insurers  simply  don’t  have  The  St.  Paul’s  financial 
stability.  Assets  over  $5.3  billion.  Expertise  measured  by  more  than 
130  years  in  the  insurance  business.  Commitment  best  exemplified 
by  nearly  50  years  of  providing  insurance  to  the  medical  community. 

More  than  55,000  physicians,  over  1,550  hospitals  and  hundreds 
of  thousands  of  other  health  care  professionals  already  insure 
with  The  St.  Paul.  They  benefit  from  loss  prevention  programs 


Medical  Services  Division 

Si  Paut  Fire  and  Manne  Insurance  Company/Sl  RaulUercury  Insurance  Company/The  St  f^ul  Insurance  Company/SI  Paul  Guardian  Insurance  Company/Tbe 
St  Paul  Insurance  Company  of  Illinois  Property  and  Liability  Affiliation  of  The  St.  Paul  Companies  Inc..  Saint  Paul.  Minnesola  SS102. 


certain  level  have  some  meaning. 

Some  are  only  good  for  buying  indications  and  not 
selling,  and  vice  versa.  Then  you  have  the  various 
trend-following  indicators,  which  are  nothing  more 
than  moving  average  calculations.  If  the  market  is  in  a 
clearly  defined  trend  and  sustains  itself  for  a long 
period  of  time,  they  can  be  a very  valuable  tool.  But,  if 
we’re  in  a trading  range  market,  a whipsaw  market, 
where  we  could  get  an  index  going  above  and  below  its 
moving  average  a dozen  times,  and  if  we  traded  in  and 
out  of  every  one  of  those,  we  could  really  lose  money. 

If  you  just  follow  a simple  one-indicator  system,  no 
matter  what  it  is,  I believe  you’re  going  to  end  up 
getting  whipsawed.  Our  preference  has  been  to  take  the 
whole  ball  of  wax  and  to  build  our  econometric  model 
based  on  a combination  of  fundamental  indicators, 
monetary  indicators,  and  technical  indicators.  Howev- 
er, we  don’t  have  to  have  all  of  them  simultaneously 
bullish  to  get  a buy  signal. 

If  the  fundamentals  are  strong,  then  we  don’t  have  to 
have  quite  as  strong  a monetary  and  technical  picture  to 
still  get  a good  market  environment  because  we  have 
that  basic  value  there.  However,  if  the  market  is  fun- 
damentally overvalued  then  we  must  have  a much 
stronger  reading  on  the  monetary  and  technical  indica- 
tors to  really  get  a buying  environment.  Likewise, 


when  we’ve  been  in  a bear  market  environment,  and 
you’ve  blown  all  of  that  technical  excess  out  of  the 
market,  and  built  some  value  back  into  it,  you  don’t 
have  to  have  as  strong  a turnaround  in  some  of  the  other 
indicators  as  you  would  if  the  market’s  been  on  an  even 
keel  for  some  time.  Those  are  all  factored  into  our 
econometric  model  — like  an  if-then  schematic  dia- 
gram monitored  daily. 

During  my  15  years  in  the  investment  business.  I’ve 
learned  a great  deal  about  the  stock  market  and  how  it 
works.  The  most  important  lesson  I’ve  learned  is  that 
“the  market  never  lies.’’  Those  who  think  they  know 
more  than  the  market  are  doomed  to  failure. 

We  know  we  are  not  going  to  be  perfect.  We’re  not 
going  to  get  in  at  the  absolute  bottom  of  every  market 
move,  and  we’re  not  going  to  get  out  at  the  top  of  every 
market  move,  but  if  we’ll  have  the  discipline  and  the 
patience  to  wait  on  the  signals  and  then  follow  then 
when  they  do  occur,  no  matter  what  our  emotions  or  our 
stomach  tell  us,  I believe  that  we’ll  continue  to  get 
better  than  average  results  than  most. 

The  importance  of  the  timing  approach  lies  not  so 
much  in  the  return  achieved  during  a rising  market.  The 
importance  is  that  we  do  not  lose  profits  back  in  the 
subsequent  market  decline.  Risk  control  — that  is  the 
true  measure  of  successful  money  management.  0 


hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 


CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 
Diagnostic  testing  and  report  within  24  hours 


I 
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Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 


Appointments  call  (205)252-0261 

250-6837 
WATS  Une  1-800-272-6481 


ECG  STAT... 
wherever  you  are. 


t 


If  you  can  use  a calculator,  you  can  now  expand 
the ‘heart’  of  your  practice  for  less  than  ever 
before  possible. 

With  the  new  MICRO-TRACER™  ECG,  you  can 
provide  your  patients  with  the  benefits  of  a highly  sophis- 
ticated, yet  moderately  priced,  cardiac  diagnostic  center, 
wherever  you  are.  A product  of  space-age  miniaturization 
(only  1.3  lbs),  the  pocket-sized  MICRO-TRACER™  offers 
features  that  make  other  portable  ECGs  outdated  and 
overweight!  □ Permanent  ECG  recordings  □ Up  to  12- 
vector  capability  □ Heart-rate  histogram  □ Continuous 
monitoring  with  its  own  alarm  system  □ Differential 
electronic  stethoscope.  Sold  with  handsome  binocu- 
lar-styled  carrying  case. 

MICRO-TRACER™  I It’s  the  hospital-quality  ECG 
you  can  hold  in  your  hand! 

For  complete  information,  write:  INTECH  Systems 
Corp.,  415  Rabro  Drive  East,  Hauppauge, 

NY  11788,  or  call  toll-free  (800)  854-8376 
(outside  New  York)  or  call  collect 
(516)  582-8388  (in  New  York). 


MiCffO-ritACEf}’** 

INTEOl  Systems  Ccsp. 


MOW  wtr 


INTECH 

Systems  Corp. 


use  H lor  your  nursing  noriie 

rounds.  For  house-calls.  In 
your  office.  Anywhere  you  go! 


New 

NICI^TRACER^° 

The  first  truly  portole,  hospital-reliable 
and 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 

FAMILY  PRACTITIONERS  AND  PEDIATRICIANS:  Largest 
multispecialty  clinic  in  SE  is  seeking  Bd.  Cert.  Physicians  to  staff 
urban,  suburban,  and  rural  satellite  clinics.  Exc.  salary  and  corp. 
benefits.  Send  CV  to  Debra  Zoeller,  PO  Box  C-230,  Birmingham, 
AL  35283.  Complete  details  on  first  inquiry. 


ALABAMA:  Positions  available  immediately  for  Medical  Direc- 
tors of  freestanding  emergency  clinics.  Physicians  must  be  board 
prepared/board  certified  in  emergency  medicine,  family  practice,  or 
general  surgery.  ACLS  and  ATLS  artification  required.  Salary  base 
plus  percentage  of  gross  (appx.  $125,000-$  150,000  per  year)  with 
substantial  benefit  package.  Contact  Phillip  K.  Bobo,  M.D., 
Emergency  Management,  P.C. , Suite  522,  Alabama  Federal  Build- 
ing, Tuscaloosa,  Alabama  35401,  205-345-2326. 


MEDICAL  DIRECTORS/PHYSICIAN  EXECUTIVES 

Health  America  is  one  of  the  country’s  leading  HMO  manage- 
ment and  development  companies,  currently  operating  prepaid 
health  plans  nationwide,  with  a total  membership  of  more  than 
467,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  medical  managers/physician  executives  in 
Mobile  and  Huntsville  and  in  other  desirable  locations  from 
coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional  life- 
style, free  from  the  business  aspects  and  economic  pressures  of 
office  management.  And  you  can  become  a vital  and  valued  part 
of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 

(#14) 


ARCHITECTURE  PROFESSIONAL  SERVICES  AVAILABLE. 
William  R.  Schauer  — Architect  — 3814  5th  Ct  N,  Birmingham, 
AL.  Solar  Energy  Design  — Economics  — Interiors/Dial  205  252 
5151. 


PRIMARY  CARE  PHYSICIANS 
CONSIDERING  AN  HMO? 

HealthAmerica  is  one  of  the  country’s  leading  HMO  manage- 
ment and  development  companies,  currently  operating  prepaid 
health  plans  nationwide,  with  a total  membership  of  more  than 
467,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  internists,  family  physicians,  and  pediatricians 
in  Mobile  and  Huntsville  and  in  other  desirable  locations  from 
coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional  life- 
style, free  from  the  business  aspects  and  economic  pressures  of 
office  management.  And  you  can  become  a vital  and  valued  part 
of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 

(#14) 


1985  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-14  days  year-round.  Approved  for  20-24  CME 
Cat.  1 credits  (AMA/PRA)  & AAFP  prescribed  credit.  Distin- 
guished professors.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN, 
MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549- 
0869. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


SOUTHEAST  — private  practice  opportunities  in  most  specialties. 
Confidential  physician  placement.  No  cost  or  obligation.  Excellent 
benefits.  Send  CV  to  Southeastern  Medical  Recruiters,  Box 
360185,  Birmingham,  AL  35236,  or  call  205-988-8150. 


EMERGENCY  MEDICINE.  Immediate  full-time  positions  avail- 
able in  emergency  departments  located  in  central  and  south  Missis- 
sippi. Excellent  benefits  package.  Quality  rural  and  metropolitan 
hospitals.  Part-time  positions  are  also  available.  Fora  unique  career 
opportunity,  respond  in  confidence  to:  Mississippi  Emergency 
Association,  P.  A.,  1755  Lclia  Drive,  Suite  100,  Jackson,  Missis- 
sippi 39216-4883  or  call  Dr.  Jim  Heflin,  Director  of  Physician 
Recruitment  at  (601)  366-6503. 
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NEUROLOGIST  — VA  Medical  Center,  Tuskegee,  Alabama,  an 
SOO-bed  (plus)  general  medical  facility,  has  immediate  need  for  a 
neurologist.  Board  certification  preferred.  Affiliated  with  More- 
house School  of  Medicine.  Located  in  east  central  Alabama,  good 
climate,  mild  winters,  with  abundance  of  recreational  opportuni- 
ties. Salary,  including  special  physician’s  pay,  $70,000-$80,000 
per  year,  40  hours  per  week,  with  liberal  fringe  benefits  package. 
Equal  opportunity  employer.  Call  205-727-0550,  extension  645,  or 
write:  Chief  of  Staff  (1 1),  VA  Medical  Center,  Tuskegee,  Alabama 
36083. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-GYN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D.,  #33  Medical  Park, 
Valley,  Alabama  36864. 


SEARCY  HOSPITAL  has  immediate  vacancies  for  licensed 
Psychiatrists.  We  are  a 650  bed  psychiatric  facility  located  near 
beautiful  Gulf  coast  beaches.  Salary  is  negotiable.  We  offer  excel- 
lent fringe  benefits;  13  annual  leave  days,  13  sick  leave  days,  13 
holidays.  Health  Insurance,  and  Retirement  plan.  Please  contact 
Robert  E.  Griffin,  Personnel  Officer,  Searcy  Hospital,  Mount  Ver- 
non, Alabama  36560.  Telephone  number  (205)  829-9411.  We  are 
an  equal  opportunity  employer. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


SURGEON  — Central  Alabama  town  of  1,800,  20,000  drawing 
area,  new  clinic,  $100,000.00  guarantee  first  year.  Write  or  call  Dr. 
Robert  E.  Wiltsie,  9433B  Parkway  E.,  Birmingham,  AL  35215 
833-6500. 


MEDICAL  STUDENT 
AFFAIRS  OFFICER 

The  University  of  Alabama  School  of  Medicine  invites  ap- 
plications for  the  position  of  Assistant  Director,  Office  of 
Medical  Student  Affairs.  The  Assistant  Director  reports  to  the 
Associate  Director  for  Student  Affairs  who  has  overall  responsi- 
bility for  the  student  affairs  activities  of  a student  body  of  600. 

Responsibilities:  Assists  director  in  a full  range  of  student  affairs 
activities:  counseling  (career,  personal,  financial,  health);  pro- 
gram planning;  systems  design;  academic  advising;  NRMP  ac- 
tivities; elective  program;  scheduling  of  courses;  student  advo- 
cacy; administration  of  large  office  and  budget. 

Qualifications:  Candidates  should  have  the  M.D.  degree,  and 
should  have  clinical  teaching  experience  in  a medical  school 
setting.  Preferably  BE/BC  or  equivalent.  Suitable  academic 
credentials  including  board  eligibility  or  certification  will  be  a 
determinant  for  faculty  rank  in  an  appropriate  academic  depart- 
ment. Must  have  demonstrated  excellence  in  oral  and  written 
communication.  Familiar  with  or  experienced  in  educational 
goals  in  M.D.  program,  specialty  Board  requirements,  some 
knowledge  of  evaluation  research. 

Other  Requirements:  Previous  experience  as  full  time  medical 
school  teacher;  self-motivated,  energetic,  tolerant.  Should 
understand  and  be  comfortable  with  young  professional  students 
and  be  willing  to  function  as  their  advocate. 

Salary:  Competitive,  based  on  training,  experience,  and  poten- 
tial faculty  rank. 

To  Apply:  Send  letter  of  application,  curriculum  vitae,  and  list  of 
4 professional  references  before  December  15,  1984  to; 

Dr.  E.  Alun  Harris 

University  of  Alabama  School  of  Medicine 
P.  O.  Box  86 
University  Station 
Birmingham,  AL  35294 

The  University  of  Alabama  in  Birmingham  is  an  Equal 
Opportunity,  Affirmative  Action  Employer.  Females  and 
minorities  are  encouraged  to  apply. 
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The  AMA 

puts  current  information 
at  your  fingertips. 


The  first  nationwide  medical  infor- 
mation network  brings  a new  dimension 
to  the  way  in  which  physicians  and 
other  health  care  professionals  keep 
abreast  of  the  latest  knowledge  in  their 
profession. 

Now,  through  the  use  of  a low-cost 
computer  terminal  or  personal  com- 
puter, you  can  have  instant  access  to 
authoritative  and  up-to-date  information. 
The  American  Medical  Association's 
computerized  data  bases  place  a wide 
range  of  professional  resources  at  your 
fingertips,  such  as  clinical,  ad- 
ministrative and  medical  practice  infor- 
mation, and  soon,  abstracts  of  current 
clinical  literature. 

GTE  Telenet 

Medical  Information  Network 


Adding  a new  dimension  to  the  way 
in  which  you  communicate  is  MED/ 

MAIL  electronic  mail.  With  the  same 
terminal,  you  can  send  messages  to 
your  colleagues  across  the  country  or 
across  the  city  ...  in  minutes. 

Information  that  could  take  hours  to 
acquire  through  traditional  channels  can 
now  be  gathered  in  minutes,  giving  you 
valuable  extra  time  for  other  important 
activities.  And  you  can  use  the  medical 
information  network  at  your  conven- 
ience, 24  hours  a day,  from  your  office, 
hospital  or  home. 

It's  surprisingly  economical  and  pro- 
fessionally indispensable. 

NASA 

The  Medical  Association 

Of  The  State  Of  Alabama 


For  subscription  information  please  contact: 

Burr  Ingram,  Medical  Association  of  the  State  of  Alabama 
19  S.  Jackson  St.,  Montgomery,  Ala.,  telephone  1-263-6441  or  1-800-392-5668 


AUXILIARY 


Mrs.  Richard  Shepard 
A-MASA  President 


TAKING  CARE  OF  OUR  OWN 

What  Auxiliaries  are  doing  for 
MEDICAL  EDUCATION 


It’s  the  month  before  Christmas 
And  all  through  the  state 
Auxilians  are  working 
From  early  to  late 

On  various  sorts  of  fund-raising  schemes 

To  help  our  med  students,  their  schools  and  their  deans. 

Although  the  causes  for  which  our  county  medical 
auxiliaries  raise  money  are  as  varied  as  the  projects, 
each  Alabama  county,  like  their  counterparts  across  the 
nation,  finds  at  least  one  means  of  contributing  to 
AMA-ERF  (the  American  Medical  Association  Educa- 
tion and  Research  Foundation.) 

We  know  that  all  money  raised  for  AMA-ERF  goes 
to  medical  education  and  research,  and  that  except  for 
certain  contributions  specifically  designated  for  out-of- 
state  medical  schools,  all  money  given  in  Alabama 
returns  to  this  state  either  as  student  scholarships  or  as 
unrestricted  funds  for  the  medical  schools  which  in  turn 
use  it  as  needed  for  the  benefit  of  their  students  or, 
occasionally,  to  fund  innovative  programs.  (UAB’s 
MIST  service  was  started  and  sustained  by  Auxiliary- 
raised  AMA-ERF  funds,  for  example.) 


Many  of  our  counties  find  it  a little  harder  to  raise 
funds  for  AMA-ERF  than  for  local  charities  where  the 
need  is  always  obvious.  We  are,  of  course,  proud  of 
what  our  auxiliaries  do  for  their  communities,  and  hope 
to  highlight  these  efforts  in  another  article.  But  AMA- 
ERF  must  still  come  first,  for  if  we  in  the  medical 
community  do  not  support  medical  education,  who 
will? 

The  average  indebtedness  of  medical  students  seems 
to  grow  larger  while  residents’  incomes  have  been 
stagnant  longer  than  doctors’  fees  have  been  frozen. 
Meanwhile  state  funding  has  dropped.  So  despite  the 
extra  demands  on  your  pocketbook  of  this  political 
year,  please  help  your  county  auxiliary’s  AMA-ERF 
fund  all  you  can.  And  if  you  wish  to  contribute  to  any 
medical  school,  why  not  do  it  through  AMA-ERF  and 
support  your  spouses’  attempts  to  support  your  profes- 
sion? 

Holiday  Sharing  Cards  have  been  our  state’s  number 
one  means  of  raising  money  for  AMA-ERF.  From 
Lauderdale  and  Morgan-Lawrence,  through  Walker 
and  Jefferson,  to  Montgomery- Autauga  and  Mobile, 
and  from  Lee  through  Calhoun  to  Tuscaloosa,  physi- 
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Mrs.  Merrill  Compton  presenting  a check  to  Dean  J.  R.  Mont- 
gomery, adding  “the  Huntsville  campus’  share  of  state  AMAERF 
funds.” 


cians  and  their  spouses  have  contributed  to  a joint 
greeting  card  instead  of  sending  each  other  individual 
greetings. 

All  contributions  are  fully  deductible,  and  local  aux- 
iliaries do  all  the  ordering,  addressing,  stamping  and 
mailing.  Jefferson-Birmingham’s  card  last  year  was  a 
beautiful  angel  designed  by  local  member  and  artist 
Sally  (Mrs.  James)  Johnson. 

Franklin  County  has  a unique  variation  on  the  shar- 
ing theme.  Medical  families  there  greet  patients  and 
co-workers  as  well  as  each  other  by  putting  up  and 
decorating  a tree  in  their  hospital  lobby.  A contribution 
to  AMA-ERF  puts  the  sponsors’  names  on  the  tree. 

The  sale  of  individual  greeting  cards  (our  40%  of  the 
sales  price  tax  deductible)  has  proved  the  best  money- 
maker for  some  of  our  smaller  counties  such  as  Coffee, 
Elmore,  Pickens,  and  Pike,  as  well  as  for  Madison 
County.  Some  of  our  mid  and  large  size  counties  sell 
individual  cards  in  addition  to  their  sharing  card. 

Even  the  paper  your  Christmas  gifts  are  wrapped  in 
may  have  benefitted  AMA-ERF.  Many  of  our  counties 
are  finding  gift  wrap  sales  a substantial  money-maker 
for  both  AMA-ERF  and  their  local  projects. 

Blount,  Cherokee,  Geneva,  Jefferson-Bessemer, 
Russell,  Talladega,  and  Tallapoosa,  in  addition  to 
counties  already  mentioned,  have  found  Memorial 
Cards  are  a good  year-round  way  to  raise  money  for 


AMA-ERF. 

Auctions  and  raffles,  ranging  from  last  year’s  state- 
wide raffle  of  an  afghan  hand-knit  by  Lee  (Mrs.  Art) 
Stamler  to  Jefferson-Birmingham’s  raffle  of  a BMW 
helped  to  swell  the  total,  as  did  the  sale  of  miscel- 
laneous items  such  as  stationery  and  Montgomery 
county’s  silk  bead  necklaces. 

Our  physician  spouses  have  been  major  supporters  of 
most  of  these  efforts,  and  have  earned  our  heartfelt 
thanks,  as  well  as  that  of  our  students  and  schools! 

Last  year,  however,  despite  our  best  efforts  and  your 
generosity,  our  AMA-ERF  total  was  less  than  the  year 
before.  We  cannot  afford  to  let  this  trend  continue.  So 
please,  this  year,  give  to  the  max  — and  we’ll  try  even 
harder! 


P.S.  If  you  live  in  a county  with  no  organized  auxiliary 
and  would  like  to  contribute  to  AMA-ERF,  perhaps  by 
sending  a memorial  card  in  someone’s  honor,  please  do 
so  through  our  state  chairman,  Mrs.  Merrill  Compton, 
4320  Corinth  Dr.,  Birmingham,  AL  35213. 
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CLINICAL  PROOF 


FOR  THE  PREDOABILITY 
CONFIITMED  BY  EXPERIENCE 

DMMAHE® 

flurozeponn  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset"’ 

• More  total  sleep  time'^ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^^ 

• Patients  usually  awake  rested  and  refreshed'" 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy''""' 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMAKE's 

flurozeponn  HCI/Poche 

References:  1.  Kales  J et  at.  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971.  2,  Kales  A et  al:  Clin  Phar- 
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DALMANE®  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pr^nancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particuTarly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness.  taTkaliveness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  30  mg  usual  dosage.  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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They’ve  got 
a lot  of 
boosters. 


A lot  of  people  believe  in  I.C.  System.  It’s  the  nationwide  collection 
service  that  serves  thousands  of  health  care  professionals. 

Some  1 ,000  state  associations  and  societies,  including  yours,  approve 
and  promote  this  service  to  their  members. 

Here  are  just  two  reasons  medical  professionals  trust  them:  they  are 
effective  collectors  and  they  act  ethically 
and  within  the  law. 

Fill  out  this  card  and  mail  it  to  find  how 


The  System 
Worla^|% 


Tell  me  more  about  the  I.C.  System  program. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 

444  East  Highway  96 
P.O.  Box  43639 
St.  Paul,  MN  55164 


Name  (Practice)  

Address  

City State Zip 

Signed 

Title 
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INTEGRITY  • DEPENDABILITY 


you  can  depend  on: 


CONVENIENCE 


THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION. 

FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MEDI-LEASE  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS. 
OUR  REPUTATION  FOR  SERVICE,  CONVENIENCE,  AND  INTEGRITY  HAS  MEANT 
MANY  SATISFIED  CUSTOMERS. 


LEASING  MEANS  MORE  CAPITAL 
AVAILABLE  IMMEDIATELY  FOR 
MORE  PRODUCTIVE  INVESTING. 

LEASING  WITH  AMERICAN  MEDI- 
LEASE  ELIMINATES  ALL  TIME 
WASTING  HASSLES  WITH  THE 
DEALER. 

NO  DOWN  PAYMENT 
NO  SECURITY  DEPOSIT 

O 

SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR. 

TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 

INVESTMENT  TAX  CREDIT 
AVAILABLE 

TURN  OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
ADDITIONAL  INVESTMENT. 


EXAMPLE  LEASE  RATES 
ALL  MODELS  LUXURY  EQUIPPED 


Honda  Accord  4 dr. 

Cutlass/Regal 

Riviera 

Cadillac  Eldorado 
Lincoln  Town  Car  Sedan 
Cadillac  Sedan  D’ville 
BMW  318i 
Datsun  300ZX 
Audi  5000s 
Porsche  91  ISC  Cpe. 
Mercedes  190 
Mercedes  300  SD 
Mercedes  380  SL 


$232/mo. 

248/nio. 

378/mo. 

454/mo. 

387/mo. 

392/mo. 

343/mo. 

344/mo. 

391/mo. 

684/mo. 

479/mo. 

699/mo. 

834/mo. 


In  Alabama 

For  Leasing  Information: 
Call  Toll-Free 
1-800-554-2234 
For  Information 
On  Any  Automobile 
Available  In  The  U.S. 


Ilmentan  'iWelii-lleatfe' 


Leasing  Services  Available 
Arkansas,  Alabama,  Georgia,  Florida 
Louisiana,  Texas,  Oklahoma  & California 


Exclaim  c/laiomoliilL  Xxoiin^  loi  tL  IPioliiim 


Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brieO, 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
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S.  Lon  Conner 
Executive  Director,  MASA 


The  Suggestion  Box  Is  Open 


I,  for  one,  am  ready  for  the  year  1984  to  pass  into 
history.  It  has  been  a maelstrom  of  puzzles,  outrages 
and  assorted  complexities  folded  inside  each  other. 
Come  to  think  of  it,  there  is  no  more  apt  description  of 
1984  than  Winston  Churchill’s  famous  label  for  Russia 
— “ . . . a riddle  wrapped  in  a mystery  inside  an 
enigma.” 

I am  sure  your  practice  management  decisions  would 
have  been  easier  had  each  new  demand  for  action  been 
a discrete  occurrence,  separate  and  distinct  from  those 
preceding  and  following.  But  they  were  all  so  interre- 
lated as  to  make  isolated  judgments  impossible. 

If  the  stream  of  events  in  1984  would  respect  the 
calendar  and  come  to  a screeching  halt  Dec.  3 1 , giving 
us  all  a breathing  spell  in  which  to  collect  our  wits,  that 
would  be  a boon.  But  it  isn’t  in  the  stars  or  in  the  cards. 
We  are  locked  in  a continuum. 

It  has  been  said  that  1984  was  “the  year  of  the 
hospital”  and  1985  figures  to  be  “the  year  of  the 
physician,”  a neat  division  of  perils  that  may  bring  a 
sardonic  smile  to  your  face,  after  what  physicians  have 
been  put  through  this  past  year.  But  the  extension  of 
prospective  payment  to  physicians’  offices  is  expected 
to  rear  its  curious  head  next  year,  and  who  knows  what 
other  horrors. 
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We  can  at  least  be  thankful  that  1985  is  not  an 
election  year.  Neither  the  Administration  nor  Congress 
will  be  under  that  compulsion  to  do  crazy  things,  play- 
ing to  the  multitude.  But  there  is  a major  force  still  out 
there  that  is  going  to  influence  virtually  everything  the 
new  Congress  does  — the  deficit. 

Since  this  is  written  before  the  Nov.  6 election,  I do 
not  know  the  make-up  of  Congress.  But  nothing  is 
likely  to  materially  alter  the  fact  that  if  the  next  pres- 
idential budget  is  comparable  to  the  preceding  four,  the 
federal  debt  is  expected  to  reach  this  monstrous  size  — 
equal  in  five  years  to  the  total  of  all  debt  from  George 
Washington  through  Jimmy  Carter.  Stated  another 
way:  in  five  years  the  total  federal  debt  from  Year  1 will 
have  doubled. 

I know  there  are  many  reasons  for  this,  not  the  least 
of  which  is  the  build-up  in  our  military  power,  as  well 
as  such  rapidly  growing  problems  as  unfunded  retire- 
ment for  the  military  and  civilian  employees,  entitle- 
ment programs,  and  all  the  rest. 

Nevertheless,  this  awesome  reality  will  strike  again 
with  full  force  early  in  the  new  year,  I suspect.  By  that 
time  the  economy  may  be  winding  down  a bit  and  there 
may  be  other  dislocations  to  shake  us  out  of  our  present 
amnesia.  We  would  all  prefer  not  to  think  about  that 


deficit  but  it  has  had,  and  will  have,  profound  impact  on 
all  sectors  of  the  economy,  certainly  including  the  vast 
and  vulnerable  health  care  delivery  system. 

The  very  gargantuan  size  of  the  shortfall  between 
resources  and  obligations  may  send  a kind  of  panic 
through  Congress  not  unlike  that  in  early  summer  of 
1984,  resulting  in  the  Budget  Reduction  Act.  That  is  to 
say,  we  should  be  on  guard  that  meat-axe  slashing  will 
continue  and  possibly  worsen  next  year.  Fiscal 
emergencies,  and  one  is  looming,  do  not  often  engen- 
der the  most  responsible  actions  in  Washington,  and 
Congress  has  already  indicated  its  blind  panic  over  the 
Medicare  problem. 

Enough  of  crystal  ball  gazing.  I have  no  idea  of  what 
the  year  may  hold  for  medicine,  but  I am  fearful.  I am 
also  fearful  of  events  here  in  Alabama.  There  are 
already  clouds  on  the  horizon,  no  bigger  now  than  a 
man’s  hand,  that  could  turn  into  real  twisters.  The 
heady  days  of  victory-after-victory  in  the  Alabama 
Legislature  may  be  threatened,  what  with  the  emer- 
gence of  new  alliances  of  power  brokers. 

All  through  1984,  your  officers  have  spent  thousands 
of  man  hours  cudgeling  their  brains  and  debating  every 
issue  affecting  your  practice  — literally  every  issue. 
But  medical  business,  like  politics  and  just  about  every- 
thing else  in  this  life,  is  the  art  of  the  possible.  Neither 
your  Board  of  Censors  nor  any  other  representative 
body  of  a state  or  national  medical  organization  has  yet 
found  a formula  for  miracles. 

I have  often  heard  Alabama  physicians  say  that  “the 
Association  wouldn’t  be  interested  in  that,’’  in  refer- 
ence to  some  problem,  solution  or  insight  that  occurred 
to  them.  Believe  me,  the  Association  — its  officers. 
Board  and  staff  — is  interested  in  everything  that 
affects  medicine  in  this  state  and  nationally.  If  15  heads 
on  the  Board  are  better  than  one,  as  I believe  to  be  the 
case,  then  4,400  heads  are  better  than  15.  By  which  I 
mean  your  District  Censors  and  other  officers  are 
elected  by  you  to  represent  you.  They  work  hard  to  do 
that.  But  they  cannot  do  it  effectively  unless  you  give 
them  the  benefit  of  your  thinking.  They  cannot,  any 
more  than  you  could,  be  present  at  every  gathering  of 
physicians  in  the  state,  whether  at  local  society  meet- 
ings or  in  what  has  been  called  the  informal  college  of 
American  medicine,  the  doctors’  lounge. 

The  names  of  your  censors  and  other  officers  are 
printed  every  month  on  the  masthead  oi Alabama  Medi- 
cine. Additionally,  I am  always  eager  to  hear  from  you 
— your  suggestions,  proposals,  concerns,  whatever. 
Call,  write  or  personally  contact  your  officers  or  the 
staff  with  any  ideas  you  may  have  that  can  be  pursued, 
investigated  or  implemented. 

I give  you  my  word  not  even  the  most  seemingly 
trivial  matter  you  bring  to  our  attention  will  be  allowed 
to  languish.  If  it  is  not  put  into  action  or  incorporated 
into  MASA  policy,  that  will  only  be  because  a majority 
of  the  Board  would  not  sustain  it  or  because  it  is  man- 


ifestly illegal  or  wholly  impractical  for  other  reasons. 

If  you  prefer  not  to  use  your  name,  confidentiality 
will  be  protected  as  discreetly  as  you  protect  the  con- 
fidentiality of  your  patients.  You  may  address  any 
officer  at  his  hometown  or  in  care  of  the  central  office 
— Box  1900-C,  Montgomery,  AL  36197.  The  toll-free 
number  is  1-800-392-5668. 

This  is  not,  repeat  not,  a perfunctory  gesture.  The 
officers  and  staff  of  MASA  desperately  need  all  the 
help  they  can  get  from  every  one  of  you  to  better  chart  a 
course  through  increasingly  perilous  waters. 

Notwithstanding  this  rather  ominous  background,  I 
wish  the  joys  of  the  season  to  you  and  your  families  and 
best  wishes  for  the  year  ahead.  I know  only  this  for 
certain  about  1985  — your  Association  will  once  again 
survive  as  it  has  survived  for  more  than  130  years. 
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WANTED 

Board  Certified  physicians  or 
finishing  residents  in  the  following 
specialties  who  desire  an  attractive 
alternative  to  civilian  practice: 

GENERAL  SURGERY 
ORTHOPEDIC  SURGERY 
NEUROSURGERY 
OTOLARYNGOLOGY 
CHILD  PSYCHIATRY 
PEDIATRICS 
MEDICAL  RESEARCH 
DIAGNOSTIC  RADIOLOGY 


Positions  are  available  at  both  Army  teaching  facilities  and 
community  hospitals  throughout  the  Southeastern  United  States. 

Every  Army  physician  is  a commissioned  officer.  The  Army  offers  a 
rewarding  practice  without  the  burdens  of  malpractice  insurance 
premiums  and  other  non-medical  distractions. 

Army  medicine  provides  a reasonable  salary  while  stressing  a good 
clinical  practice.  Some  positions  offer  teaching  appointments  in  an 
affiliated  status  with  nearby  civilian  medical  schools  or  teaching 
programs.  The  Army  might  be  just  the  right  prescription  for  you  and 
your  family. 

To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits 
write  or  call  collect: 


NORTHERN 

AMEDD  Personnel 
Counselor 

Mid-Memphis  Tower  Building 
Suite  407 

1407  Union  Avenue 
Memphis,  TN  38104 
(901)  725-4445 


SOUTHERN 

AMEDD  Personnel 
Counselor 
144  Elk  Place 
Suite  1504 

New  Orleans,  LA  701 12 
(504)  589-2373 
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Jack  Hyman,  M.D. 
President,  MASA 


The  Joy  of  Serving  Man 


Plus  ga  change,  plus  c’est  la  mime  chose. 

That  old  French  proverb  pretty  well  describes  how  I 
feel  as  this  tumultuous  year  of  1984  rattles  to  a close  — 
“the  more  it  changes,  the  more  it  is  the  same.”  Buf- 
feted and  wrenched,  medicine  goes  on  much  as  it  al- 
ways has. 

The  events  of  the  past  year,  as  they  affected  medical 
practice,  were  indeed  revolutionary.  I believe  I may 
have  used  the  word  more  than  once.  The  implementa- 
tion of  DRGs;  the  Budget  Reduction  Act  that  brought 
the  Participating/Non-Participating  sham;  the  prolif- 
eration of  alternative  care  systems  in  more  outcrop- 
pings than  I care  to  recall  in  this  festive  season;  HCFA- 
dictated  quota  contracts  with  state  PROs;  the  abomi- 
nable physician  attestation  statement  ordained  by 
Washington  — all  these  and  much  more  pulled,  twisted 
and  rocked  the  foundations  of  traditional  medical  prac- 
tice. 

And  yet  as  the  seasons  turned,  the  shot  and  shell 
seemed  to  grow  fainter.  I suspect  that  many  of  you 
found  the  same  reassurance  as  1 — the  more  things  have 


changed,  the  more  they  are  the  same. 

We  are  still  seeing  much  the  same  list  of  patients;  our 
relationship  with  them  has  not  been  fundamentally  al- 
tered; they  have  the  same  health  needs  and  we  have  the 
same  challenges  to  respond  to  these;  they  don’t  seem  to 
have  changed  their  attitudes  toward  us,  or  we  toward 
them.  We  are,  in  short,  doing  about  what  we  have 
always  done,  in  spite  of  hell  and  high  water. 

And  that  should  not  have  been  surprising.  Many  of 
our  number  plied  their  art  on  the  battlefields  of  the 
world  amid  conditions  hardly  conducive  to  tranquility. 
Our  professional  forebears  plodded  on  through  every 
form  of  catastrophe  visited  on  man  — plagues  and 
pestilence,  famine,  depression,  revolution  and  world 
war. 

What  1984  proved  again  for  me,  and  1 hope  for  you, 
was  that  our  profession  is  amazingly  durable,  tempered 
and  hardened  by  centuries  of  every  form  of  human 
adversity.  Try  as  it  might,  government  cannot  destroy 
the  soul  of  medicine.  As  long  as  there  are  enough  good 
men  and  women  to  carry  the  torch  of  our  great  heritage. 


December  1984  / 7 


it  will  live  on  in  defiance  of  the  spiteful  blows  and 
indignities  of  petty  tyrants.  It  always  has;  it  always 
will. 

The  healing  tradition  is  as  old  as  any  religion,  and  as 
indestructible.  It  is  bigger  and  more  important  than 
mortal  man;  it  is  bigger  even  than  any  generation  of 
physicians,  because  it  passes  through  and  transcends 
their  brief  hour.  Over  the  centuries,  physicians  have 
been  put  to  the  test  and  survived,  heads  bloody  but 
unbowed,  sustained  and  nurtured  by  their  faith  in  their 
calling,  its  proud  heritage  and  the  certainty  of  its  irre- 
placeable service  and  worth  to  mankind. 

We  are,  each  of  us,  keepers  of  that  unquenchable 
flame.  It  may  flicker  but  it  will  never  die.  All  the 
calumny  the  bureaucrats  can  array  against  us  won’t 
dent  our  great  heritage.  Not  even  the  most  sophisticated 
computer  attainable  can  reduce  and  subvert  our  art  and 
science  to  the  cookbook  printouts  so  dear  to  the  hearts 
of  the  armies  of  Washington  bureaucrats  peering  down 
at  us  from  what  they  perceive  to  be  the  Olympian 
heights  of  instant  knowledge. 

As  long  as  we  continue  to  minister  to  our  patients 
with  the  best  that  is  in  us  — as  our  professional  antece- 
dents have  always  done,  and  as  those  to  whom  we  pass 
the  torch  must  always  do  — medicine  is  unconquer- 
able. Nor  can  it  be  politicized,  as  legions  of  faceless 
factotums  in  Washington  are  even  at  this  moment  plot- 
ting to  do. 
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I have  been  puzzled  this  year,  as  I know  you  have,  as 
to  why  that  aggregate  political  wisdom  known  as  the 
United  States  Congress  would  presume  to  believe  that 
government  command  and  control  of  medicine  is  either 
desirable  or  possible.  To  understand  this  mentality, 
which  is  not  always  easy  for  physicians,  we  must 
understand  the  difference  between  medicine  and  poli- 
tics. 

So  as  not  to  appear  too  self-serving.  I’ll  turn  to  the 
writings  of  the  late  Will  Durant,  who  devoted  his  life  to 
the  study  of  political  and  social  institutions.  His  monu- 
ment is  the  massive  Story  of  Civilization  in  1 1 thick 
volumes. 

In  a famous  essay,  “Is  Democracy  of  Failure?,’’ 
Philosopher  Durant  dispaired  of  a system  that  depends 
on  the  production  of  political  leaders  with  no  quality 
standards  at  all.  He  proposed,  only  half-facetiously, 
that  a far  better  way  would  be  to  develop  a certification 
process  in  the  universities  whereby  a man  would  be 
allowed  to  seek  public  office  only  after  he  had  been 
certified  as  competent,  as  physicians  are. 

There  was  a time,  Mr.  Durant  wrote,  when  anybody 
could  practice  medicine  in  the  same  way  that  anybody 
could  practice  politics.  Society,  victimized  by  uncon- 
scionable medical  charlatans,  demanded  protection. 
The  production  of  physicians  came  to  be  carefully 
controlled  through  a long,  intricate  process  of  educa- 
tion, postgraduate  training  and  preparation  for  licen- 
sure. Consequently,  he  wrote,  “we  no  longer  permit 
unprepared  individuals  to  deal  with  our  individual  ills, 
or  to  risk  our  individual  lives.’’ 

Yet  no  progress  at  all  has  been  made  in  the  prepara- 
tion of  political  leaders.  Mr.  Durant: 

“But  to  those  who  deal  with  our  incorporated  ills, 
and  risk  our  hundred  million  lives  in  peace  and  war, 
and  have  at  their  beck  and  call  all  our  possessions  and 
all  our  liberties,  no  specific  preparation  was  re- 
quired; it  is  sufficient  if  they  are  friends  of  the  Chief, 
loyal  to  the  Organization,  handsome  or  suave,  hand- 
shakers, shoulder-slappers,  or  baby-kissers,  taking 
orders  quietly,  and  as  rich  in  promises  as  a weather 
bureau.  ...” 

There  is  no  comparison  then,  the  Philosopher  said, 
between  the  morals  of  physicians  and  the  morals  of 
politicians,  for  the  politician  has  no  specific  training, 
credentialing  or  heritage  of  honor  engendered  by  a 
“long  and  arduous  preparation  [that  teaches]  the  pride 
of  craft  [and]  makes  a man  jealous  of  his  honor  and 
solicitous  of  his  work.”  One  reason  medicine  has  such 
a higher  moral  tone  than  politics,  Mr.  Durant  said,  is 
that  it  is  “one  of  the  few  professions  in  which  ethics  is 
allowed  to  interfere  with  income.” 

Contrarily,  he  wrote,  the  public  expects  so  little  of 
politicians  it  is  never  really  shocked  when  they  are 
caught  stealing  and  taking  bribes.  Little  is  expected  of 
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politicians.  Much  is  expected  of  physicians  and  they 
should  be  flattered  and  reassured  by  those  expectations 
even  as  society  permits  elected  amateurs  to  control 
them. 

Our  society,  he  continues,  has  made  ‘ ‘corruption  and 
ignorance  the  natural  privileges  of  elected  persons.” 
The  essay  goes  on,  brilliantly,  but  you  get  the  idea.  It  is 
perhaps  added  proof  of  the  timeless  insights  of  Mr. 
Durant  that  the  essay  from  which  these  quotes  are 
drawn  was  published  55  years  ago. 

It  is  galling  for  a disciplined  profession  to  be  judged 
by  those  whose  only  professional  standards  are  back- 
slapping  and  baby-kissing,  but  mark  it  well,  medicine 
has  always  borne  the  cross  of  public  ignorance  and  even 
hostility.  Yet,  medicine  has  not  only  endured;  it  has 
prevailed.  And  it  will  prevail  as  long  as  there  are  men 
and  women  of  the  caliber  practicing  in  Alabama  in 
1984  who,  though  hassled  and  burdened  by  political 
millstones,  go  about  their  work  of  healing  as  they  have 
down  through  the  ages. 

In  this  spirit  and  in  this  glad  season  of  a troubled  year 
let  me  offer  my  inadequate  thanks  for  my  priceless 
association  with  you  by  repeating  words  ascribed  to  one 
Fra  Giavanni  more  than  four  and  a half  centuries  ago: 


‘ ‘There  is  nothing  I can  give  you  which  you  have  not; 
but  there  is  much  that,  while  I cannot  give,  you  can 
take.  No  heaven  can  come  to  us  unless  our  hearts  find 
rest  in  it  today.  Take  heaven.  No  peace  lies  in  the 
future  which  is  not  hidden  in  the  present  instant. 
Take  peace.  The  gloom  of  the  world  is  but  a shadow; 
behind  it,  yet  within  reach,  is  joy.  Take  joy.  ...” 
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Introduction 

The  successful  outcome  of  a patient  with  intestinal 
obstruction  depends  largely  upon  early  and  accu- 
rate diagnosis.*  When  the  obstruction  is  relieved 
promptly  and  efficiently,  the  immediate  and  long-term 
results  are  extremely  gratifying.  When  there  is  a delay, 
the  distended  or  strangulating  intestine  becomes  ir- 
reparably damaged,  leading  to  serious  complications 
and/or  death. 

In  this  article,  we  would  like  to  review  our  experi- 
ence with  96  episodes  of  intestinal  obstructions  in  96 
patients  over  the  past  eight  years  treated  at  the  VA 
Medical  Center,  Tuskegee,  Alabama.  Tables  I,  II,  III, 
and  IV  summarize  the  etiology,  morbidity  and  mortal- 
ity. All  patients  treated  were  adult  males  and,  with  the 
exception  of  five  patients,  all  were  60  years  or  older. 
Only  the  interesting  or  complicated  cases  have  been 
described  in  this  article. 

PITFALL  #7;  The  treatment  of  choice  for  vascular 
compression  of  duodenum  (Wilkie  Syndrome  f Fig.  1) 
is  duodenojejunostomy . 

PATIENT  #7;  This  51 -year-old.  Black,  male  veter- 
an presented  to  the  Tuskegee  VA  Medical  Center  in 


* Chief,  Surgical  Service,  VA  Medical  Center,  Tuskegee,  Alabama.  (Requests  for 
reprints  should  be  made  to  this  address.) 
t Chief,  Pathology  Dept.  East  Alabama  Medical  Center,  Opelika,  Alabama, 
t Staff  Surgeon,  Tuskegee  VA  Medical  Center. 
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April  1975  with  a history  of  weight  loss,  nausea,  and 
vomiting  of  several  weeks’  duration.  The  patient  had 
undergone  a left  pneumonectomy  and  thoracoplasty  for 
tuberculosis  in  the  past.  An  Upper  G.I.  Series  revealed 
displacement  of  the  stomach  into  the  left  chest  along 
with  elevation  of  the  left  diaphragm  and  complete  ob- 
struction of  the  gastric  outlet  (Picture  #1).  After  prepa- 
ration with  intravenous  hyperalimentation,  the  patient 
was  subjected  to  an  exploratory  celiotomy  and  found  to 
have  obstruction  at  the  third  part  of  the  duodenum, 
secondary  to  vascular  compression.  A gastrojejunos- 
tomy was  performed  at  that  time.  Even  though  our 
patient  did  not  have  any  problems  in  the  postoperative 
period,  a duodenojejunostomy  would  have  been  the 
procedure  of  choice,  as  it  eliminates  the  blind  loop 
between  the  obstruction  and  the  pyloric  sphincter. 

PITFALL  #11:  The  purposes  of  the  exploratory 
laparotomy  in  acute  intestinal  obstruction  are:  I)  to 
discover  and  deal  with  the  obstructing  cause;  2)  to 
check  the  viability  of  the  intestines;  3)  to  make  an 
incision  large  enough  to  allow  the  free  access  of  the 
gastrointestinal  tract;  and  4)  to  decompress  the  intes- 
tine preoperatively  so  that  manipulation  of  the  ob- 
structed intestine  is  easier.^’ 

PATIENT  #2:  This  42-year-old,  Black,  male  veter- 
an, who  is  known  to  have  had  multiple  abdominal 


Picture  1.  Hugely  dilated  stomach  secondary  to  Wilkie  syn- 
drome. 


intestinal  obstruction.  After  initial  nasogastric  tube  de- 
compression and  intravenous  fluids,  the  patient  under- 
went exploratory  celiotomy.  The  abdomen  was  ex- 
plored through  a previously  placed  midline  incision.  A 
heavy,  edematous,  distended,  somewhat  cyanotic  loop 
of  ileum  was  found  to  be  stuck  in  the  pelvis.  While  the 
wound  was  being  retracted,  an  attempt  was  made  to 
bring  this  grossly  dilated  loop  into  the  wound  by  blunt 
dissection.  During  this  maneuver,  the  bowel  was  en- 
tered, contaminating  the  general  peritoneal  cavity.  The 
patient  developed  a small  intestinal  fistula  in  the  post- 
operative period,  needing  intravenous  hyperalimenta- 
tion and  reoperation  to  close  the  fistula.  Adequate  inci- 
sion and  ample  exposure  would  have  prevented  this 
complication. 

PITFALL  #///.•  External  hernias  are  the  second  most 
common  cause  of  intestinal  obstruction  and  the  risk  of 
intestinal  obstruction  is  the  principle  reason  for  her- 
niorrhaphy. 

PATIENT  #i;  This  86-year-old,  Caucasian,  male 
veteran  presented  to  the  Surgical  Service  with  a bilater- 
al inguinal  hernia.  The  patient  had  a rather  large  right 
inguinal  hernia  and  a smaller  left  inguinal  hernia.  The 
right  inguinal  hernia  was  repaired.  Since  the  patient 
was  86  years  old  and  the  left  inguinal  hernia  was  re- 


latively small,  it  was  elected  not  to  repair  that  hernia  at 
that  time.  Three  weeks  later,  the  patient  had  to  be 
readmitted  to  the  Surgical  Service  with  incarceration  of 
the  left  hernia  and  needed  to  undergo  emergency  her- 
niorrhaphy. 

PATIENT  #4:  This  66-year-old,  Black,  male  veter- 
an presented  to  the  Surgical  Service  with  a large  intes- 
tinal obstruction,  secondary  to  ischemic  stricture  of  the 
transverse  colon  (Picture  #2).  This  patient  also  had  a 
recurrent,  reducible  inguinal  hernia  on  the  right  side. 
The  patient  had  undergone  segmental  resection  of  the 
transverse  colon  for  adenocarcinoma  two  years  prior  to 
this  admission.  At  that  time,  during  the  postoperative 
period,  he  developed  incarceration  of  the  right  inguinal 
hernia  which  was  repaired.  Since  the  hernia  was  reduci- 
ble, it  was  elected  not  to  repair  the  hernia  during  the 
exploratory  laprotomy  and  cecostomy.  On  the  third 
postoperative  day,  while  the  patient  was  getting  out  of 
bed,  the  hernia  became  incarcerated  and  needed  an 
emergency  operation. 

PITFALL  #/V;  An  incomplete  large  intestinal  ob- 
struction from  stenosing  carcinoma  may  be  relieved  by 
enema. 

PATIENT  #5;  This  82-year-old,  Caucasian,  male 
veteran  was  admitted  to  the  Medical  Service  of  VA 
Medical  Center,  Tuskegee,  from  the  Nursing  Home 
Care  Unit.  The  patient  presented  with  a large  intestinal 
obstruction.  After  nasogastric  tube  decompression  and 
intravenous  fluids,  an  enema  was  given  which  prompt- 
ly relieved  the  obstructive  symptoms.  A proctosig- 
moidoscopy and  barium  enema  were  recommended  at 
that  time  by  the  Surgical  Staff,  but  the  primary  physi- 
cian felt  that  the  patient  was  too  old  to  undergo  these 
procedures.  The  patient  was  sent  back  to  the  Nursing 
Home  Care  Unit  only  to  return  approximately  three 
weeks  later  with  another  episode  of  intestinal  obstruc- 
tion. An  emergency  barium  enema  revealed  an  annular 
carcinoma  of  the  sigmoid  colon  with  complete  obstruc- 
tion of  the  large  intestine.  The  patient  underwent 
emergency  diverting  transverse  colostomy. 
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j3utstanding  Leadership  in 
Charter  Medical  Corporation. 


eadership  Stands  Out  in  Alabama. 


For  mar^  patients,  the  most  effective 
treatment  can  be  best  delivered  by 
psychiatrists,  working  with  highly 
qualified  professionals,  in  a free- 
standing hospital  whose  entire  staff 
is  dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
and  implement  an  individualized 
treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  hospital 
and  the  referring  professional,  about 
the  patient’s  status.  All  psychiatrists 
on  staff  are  Board  Certified  or  Board 
Eligible.  There  is  a wide  variety  of 
therapies  available  to  enhance 
individualized  treatment.  And  every 
Charter  Medical  Hospital  has  been 
designed  to  provide  a modem  thera- 
peutic environment  to  promote  your 
patient’s  recovery. 

Here’s  where  you  can  expect  to 
find  this  outstanding  leadership 
in  Alabama. 

Charter  Retreat  Hospital 
2205  Beltline  Road 
Decatur,  Alabama  35602 
(205)  350-1450 

Beds:  104 
Psychiatric  Staff;  9 
Programs;  Adult  and  Adolescent 
Psychiatric;  Adult  and  Young  Adult 
Addictive  Disease 

Other  Programs;  Counseling  and 
Intervention  Services  in  Florence 
and  Huntsville;  Off-Premise,  Out- 
patient Adolescent  in  Florence,  AL 

For  further  information  about 
Charter  Retreat  or  admission 
procedures,  contact: 

Medical  Director:  T.K.  Lewis,  M.D. 
Hospital  Administrator;  Jim  Johnson 


Charter  Woods  Hospital 

700  Cottonwood  Road 
Dothan,  Alabama  36302 
(205)  793-6660 

Beds:  75 

Psychiatric  Staff:  4 
Programs;  Adult  and  Adolescent 
Psychiatric;  Adult  and  Adolescent 
Addictive  Disease 

Other  Programs:  Counseling  and 
Intervention  Services,  and  Employee 
Assistance  Programs  in  Panama  City, 
Fla.,  Montgomery  and  Dothan,  Ala. 

For  further  information  about 
Charter  Woods  or  admission 
procedures,  contact: 

Medical  Director; 

Sam  C.  West,  Jr.,  M.D. 

Hospital  Administrator: 

Michael  A.  Zieman 

Charter  Southland  Hospital 

251  Cox  Street 
Mobile,  Alabama  36607 
(205)  432-8811 

Beds:  84 

Psychiatric  Staff:  15 
Programs:  Adult  and  Adolescent 
Psychiatric;  Adolescent  and  Adult 
Addictive  Disease 

Other  Programs;  Off-Premise 
Family  Intervention;  Employee 
Assistance  Services;  Outpatient 
Addictive  Disease 

For  further  information  about 
Charter  Southland  or  admission 
procedures,  contact: 

Medical  Directors:  Bret  Burquest,  M.D. 

(Adult  Psychiatry) 

James  L.  Thomas,  M.D. 

(Adolescent  Psychiatry) 

Arthur  Dumont,  III,  M.D. 

(Addictive  Disease) 

Hospital  Administrator:  David  Henry 
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TABLE  I 

SMALL  INTESTINAL  OBSTRUCTION  (41  Procedures) 


Etiology 

No.  of 

No.  of  Pts.  Procedures 

1.  Adhesions  (Kinking) 

16 

17 

2.  Adhesions  (Volvulus) 

3 

3 

3.  Congenital  bands 

2 

3 

4.  Immediate  postop  adhesions 

3 

3 

5.  Pseudo  obstruction 

2 

2 

6.  Retro  anastomotic  hernia 

1 

1 

7.  Inguinal  hernia 

3 

2 

8.  Umbilical  hernia 

2 

2 

9.  Neoplastic-metastatic 

4 

2 

Primary 

1 

1 

10.  Superior  mesenteric  artery 

occlusion 

2 

2 

11.  Ruptured  appendix 

1 

1 

12.  Intraluminal  obstruction 

1 

1 

13.  Wilkie  syndrome 

1 

1 

PITFALL  #V:  Aspiration  is  a lethal  complication  in 
patients  with  intestinal  obstruction. 

PATIENTS  #6  and  #7;  These  two  patients  died  of 
this  lethal  complication  while  staying  in  the  Surgical 
Service  during  this  period.  One  patient  was  transferred 
to  our  Service  from  the  Nursing  Home  Care  Unit  with 
an  incarcerated  inguinal  hernia  of  unknown  duration. 
The  patient  arrived  on  the  Surgical  Service  at  approx- 
imately 5 p.m.  An  attempt  to  reduce  the  inguinal  hernia 
was  not  successful.  The  patient  was  kept  on  NPO  and 
intravenous  fluids  were  given.  X-ray  revealed  multiple 
loops  of  the  small  intestine,  not  suggestive  of  intestinal 
obstruction,  but  suggestive  of  ileus.  The  patient  vom- 
ited that  night,  aspirated,  and  expired. 

The  next  patient  was  an  elderly  male  who  was  trans- 
ferred to  the  Surgical  Service,  again,  with  distended 
abdomen.  Plain  x-ray  of  the  abdomen  was  suggestive 
of  large  intestinal  obstruction.  The  patient  was  treated 
with  nasogastric  tube  decompression  and  intravenous 
fluids,  and  subsequently  an  emergency  barium  enema 
was  ordered.  While  the  patient  was  on  the  x-ray  table, 
he  aspirated  rather  massively  and  expired. 

It  is  not  only  important  to  insert  the  nasogastric  tube, 
but  also  it  is  vital  to  make  sure  that  the  tube  is  draining 
effectively. 

PITFALL  #VI:  Patients  with  carcinoma  of  the 
cecum  may  present  with  mid-epigastric  pain.^  (Fig.  2) 

PATIENT  #S.-  This  32-year-old,  Black,  male  veter- 
an presented  to  the  Medical  Service  with  mid-epigastric 
pain  not  relieved  by  antacids.  The  stool  examination 
revealed  occult  blood  and  an  Upper  G.I.  Series  re- 
vealed scarring  of  the  duodenum  suggesting  ulcer  dis- 
ease. The  remainder  of  the  physical  examination  was 
within  normal  limits  at  that  time.  The  patient  was 
discharged  home  only  to  return  in  approximately  six 
months’  time  with  acute  small  intestinal  obstruction.  A 
barium  enema  at  that  time  revealed  a large  lesion  in  the 
cecum.  An  emergency  right  hemicolectomy  and  ileo- 

16  / Alabama  Medicine,  The  Journal  of  MASA 


TABLE  II 

MORBIDITY  AND  MORTALITY  — 
SMALL  INTESTINAL  OBSTRUCTION 


No.  of  Pts. 

Small  intestinal  fistula 

2 

Recurrent  small  intestinal  obstruction 

2 

Death 

12 

TABLE  III 

LARGE  INTESTINAL  OBSTRUCTION  (55  Procedures) 

No.  of  Pts. 

No.  of 
Procedures 

1.  Neoplasms 

Rt.  colon 

6 

6 

Lt.  colon 

20 

20 

Rectum  and  Anus 

4 

4 

2.  Diverticulitis 

5 

5 

3.  Post  ischemic  stenosis 

2 

2 

4.  Volvulus 

Sigmoid 

6 

6 

Cecum 

3 

3 

5.  Intussusception 

4 

4 

6.  Hernia 

2 

2 

7.  Foreign  body 

1 

1 

8.  Carcinoma  of  Prostate 

1 

1 

Picture  2.  Ischemic  stenosis  of  colon. 


TABLE  IV 

MORBIDITY  AND  MORTALITY  — 
LARGE  INTESTINAL  OBSTRUCTION 


riiic,uT 


1.  Wound  evisceration  2 Pts. 

2.  Death  13  Pts. 


transverse  colostomy  were  performed. 

PATIENT  #9:  This  62-year-old,  Caucasian,  male 
veteran  presented  to  the  Medical  Service  with  mid- 
epigastric  pain,  again,  not  relieved  by  antacids.  An 
Upper  G.  I.  Series  revealed  a hiatal  hernia.  The  pa- 
tient’s hemoglobin  was  1 1 gms. , and  stool  occult  blood 
was  negative.  The  physical  examination  was  negative. 
The  patient  returned  in  approximately  three  months’ 
time  with  partial  small  intestinal  obstruction,  second- 
ary to  carcinoma  of  the  cecum  confirmed  by  emergency 
barium  enema.  This  patient  subsequently  underwent 
right  hemicolectomy  and  transverse  colostomy. 

PITFALL  #///;  The  treatment  of  the  left  colonic 
obstruction  depends  upon  a)  condition  of  the  patient;  b) 
degree  of  obstruction;  c)  nature  of  obstructing  agent; 
and  d)  the  site  of  obstruction.  It  is  always  advisable  to 
do  a formal  celiotomy  rather  than  blind  cecostomy  or 
colostomy.  An  associated  small  intestinal  obstruction 
andlor  gangrenous  bowel  may  be  missed. 

PATIENT  #10:  This  62-year-old,  Black,  male, 
veteran  was  transferred  to  the  Surgical  Service  with 
abdominal  distention,  nausea  and  vomiting.  A flat  and 
upright  abdominal  x-ray  revealed  both  small  and  large 
intestinal  dilatation.  An  emergency  barium  enema  con- 
firmed an  obstructing  lesion  in  the  left  colon.  After 
proper  preoperative  preparation,  the  patient  underwent 
a transverse  colostomy  under  a local  anesthesia.  In  the 
preoperative  period,  the  patient  continued  to  have 
abdominal  distention  and  limited  drainage  through  the 
colostomy.  A subsequent  exploration  under  general 
anesthesia  revealed  small  intestinal  obstruction  also. 

PATIENT #/y.-This  60-year-old,  Black,  male  veter- 
an was  admitted  with  large  intestinal  obstruction. 
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Figure  2.  Carcinoma  of  large  intestine  clinical  presentations. 


secondary  to  an  annular  carcinoma  of  the  sigmoid  co- 
lon. An  emergency  transverse  colostomy  was  sched- 
uled and,  under  general  anesthesia,  a transverse  inci- 
sion was  made  in  the  right  upper  quadrant.  The  trans- 
verse colon  was  located  and  multiple  attempts  were 
made  to  bring  the  colon  out  through  the  wound  without 
success.  Subsequent  exploration  revealed  a second  ste- 
nosing  carcinoma  of  the  transverse  colon,  making  it 
difficult  to  bring  the  colon  through  the  colostomy 
wound. 

PITFALL  #VIII:  The  treatment  of  volvulus  compris- 
es the  relief  of  torsion  and  prevention  of  recurrence. 
The  volvulus  produces  a check  valve  that  allows  en- 
trance of  feces  and  air  but  prevents  egress.^ 

PATIENTS  NOs.  12,  13,  14,  15,  16,  17,  18,  19  and 
20.  (Figs.  4 and  5)  A total  of  nine  cases  have  been 
treated,  six  of  them  had  sigmoid  volvulus  and  three  of 
them  had  cecal  volvulus.  All  six  sigmoid  volvulus 
cases  were  diagnosed  preoperatively.  Five  of  them 
were  relieved  by  proctosigmoidoscopy  and  detorsion. 
The  sixth  one  had  gangrene  of  the  bowel,  requiring 
immediate  celiotomy.  None  of  the  three  cecal  volvulus 
cases  were  diagnosed  preoperatively.  The  radiological 


TABLE  V 

RETRO  ANASTAMOTIC  HERNIAS 


Retro  Colic  Gastrojejunostomy 
Ante  Colic  Gastrojejunostomy  (Upper  Space  - No  Hernias) 

(One  Large  Space)  (Lower  Space  - Hernia) 

Afferent  Loop  Hernia  Efferent  Loop  Hernia  Afferent  Loop  Hernia  Efferent  Loop  Hernia 


1.  Incidence: 

May  occur 

Common 

Rare 

Common 

2.  Direction  of  Hernia: 

Right  to  left 

— 

Right  to  Left 

3.  Symptoms: 

Epigastric  Pain 

Colicky,  Generalized 

— 

Generalized  Colicky 
Abdominal  Pain 

4.  Sign: 

No  Bile  in  Vomitus 

Bile  in  Vomitus 

— 

Bile  in  Vomitus 

5.  Lab: 

T Amylase 

— 

— 

— 

6.  Prevention: 

a)  Shorter  Afferent 

Loop 

b)  Divide  Omentum 

Close  Space  Between 
Jejunal  Mesentry 
and  Meso  Colon 
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Picture  3.  Post  ischemic  stenosis. 

findings  have  been  summarized  in  Figures  4 and  5. 

PITFALL  #/X;  Intussusception  in  adults  is  rare  but 
usually  caused  by  a benign  lesion  in  the  small  intestine 
and  by  a malignant  lesion  in  the  large  intestine.  The 
treatment  is  always  surgical. 

PATIENTS  NOs.  21,  22,  23,  and  24:  (Fig.  6)  This 
56-year-old,  Caucasian,  male  veteran  underwent  bi- 
lateral truncal  vagotomy  and  anterior  gastrojejunos- 
tomy for  perforated  duodenal  ulcer  disease.  The  patient 
returned  approximately  eight  months  after  surgery  with 
signs  and  symptoms  of  small  intestinal  obstruction. 
Exploration  revealed  retro-anastomotic  hernia  of  the 
efferent  limb  with  right  to  left  herniation.  The  hernia 
was  reduced,  the  retro-anastomotic  space  was  closed; 
the  patient’s  preoperative  course  was  benign.  (Table  V) 

PITFALL  XXI:  Complicated  appendicitis  mimicking 
or  associated  small  intestinal  obstruction  is  particular- 
ly prevalent  in  elderly  patients. 

PATIENT  il=26:  This  66-year-old,  Black,  male  veter- 
an was  admitted  to  the  Surgical  Service  with  a two- 
week  history  of  abdominal  distention,  nausea  and 
vomiting.  He  was  afebrile.  Plan  x-rays  of  the  abdomen 
revealed  multiple  segments  of  dilated  small  intestine. 
Barium  enema  revealed  a questionable  lesion  in  the 
right  lower  quadrant.  Subsequent  exploration  con- 
firmed a previously  perforated  appendicitis  with  walled 
off  abscess  and  small  intestinal  obstruction  from  multi- 
ple inflammatory  peritoneal  adhesions. 
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Figure  4.  Cecal  volvulus:  radiological  findings. 

PITFALL  #XII:  Post-ischemic  stenosis  is  a surgical 
condition. 

PATIENT  #27:  (Picture  3)  Two  cases  of  post- 
ischemic  stenosis  of  the  colon  have  been  treated.  One 
patient  underwent  subtotal  gastric  resection  for  lym- 
phoma in  our  medical  center.  During  the  gastric  resec- 
tion, the  middle  colic  artery  was  ligated  accidentally. 
The  colon  was  observed  for  evidence  of  ischemia  and 
none  was  noted.  Two  weeks  after  the  surgery,  the 
patient  developed  intermittent  abdominal  distention, 
colicky  pain,  relieved  by  passing  flatus.  Subsequent 
exploration  and  resection  of  the  stenotic  area  relieved 
his  symptoms  completely. 

PATIENT  #28:  (Picture  2)  This  67-year-old,  Black, 
male  veteran  underwent  colon  resection  in  another  hos- 
pital for  adenocarcinoma  of  the  colon.  Apparently,  the 
patient  underwent  a segmental  resection  of  the  colon. 
Approximately  two  years  after  the  initial  surgery,  the 
patient  presented  with  abdominal  distention.  Upright 
and  supine  abdominal  x-rays  were  interpreted  as  small 
intestinal  obstruction.  After  proper  hydration,  the  pa- 
tient underwent  celiotomy  and  was  found  to  have  a 
hugely  dilated  cecum  and  hepatic  flexure  with  obstruc- 
tion at  the  transverse  colon.  A mass  felt  at  the  level  of 
obstruction  was  biopsied.  Frozen  section  report  was 
adenocarcinoma  of  the  colon.  A diverting  cecostomy 
was  performed.  The  final  pathological  diagnosis  was 
not  adenocarcinoma  of  the  colon,  but  scar  tissue.  In  the 
postoperative  period,  the  patient  underwent  barium 
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TABLE  VI 

CLINICAL  PRESENTATIONS^  ^ 


Simple 

Strangulation 

Obstruction 

Obstruction 

I. 

Pain 

Intermittent, 

Steady 

colicky 

2. 

Tenderness 

None 

Diffuse,  rebound 

3. 

Temperature 

Normal 

Elevated 

4. 

Pulse  rate 

Up  when  hypo- 

Up  out  of  proportion  to 

volemia 

patient’s  general 

presents 

condition 

5. 

WBC 

Normal 

Elevated 

6. 

Schock 

No 

Yes 

7. 

Diarrhea 

No 

Yes,  bloody  sometimes 

8. 

Bowel  sounds 

High  pitched. 

Absent 

tingling 

enema  and  colonoscopy,  and  subsequently  resection  of 
that  scar  tissue  with  end-to-end  anastomosis. 

PITFALL  iI=Xni:  Even  though  acquired  adhesions 
are  the  most  common  cause  of  intestinal  obstruction, 
congenital  adhesions  (bands)  occasionally  cause  intes- 
tinal obstruction/  (Fig.  8) 

PATIENT  #29:  This  89-year-old,  Black,  male  veter- 
an was  explored  for  intestinal  obstruction.  The  patient 
did  not  have  any  previous  abdominal  operation.  His 
barium  enema  was  within  normal  limits.  The  patient 
was  found  to  have  intestinal  obstruction,  secondary  to 
Jackson’s  membrane  which  was  simply  released.  The 
patient  developed  a small  intestinal  fistula,  needing 
additional  surgery  from  which  he  recovered  without 


Figure  5.  Sigmoid  volvulus. 
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Figure  6.  Intussusception  — radiologic  appearance. 
further  complication. 

PATIENT  #30:  This  89-year-old,  Black,  male  veter- 
an was  admitted  to  the  Medical  Service  with  abdominal 
distention,  nausea  and  vomiting  of  acute  onset.  The 
physical  examination  revealed  no  operative  scar  in  the 
abdomen  or  external  inguinal  hernia.  A barium  enema 
was  within  normal  limits.  The  patient  was  also  found  to 
have  urinary  tract  infection.  He  was  subsequently  seen 
by  the  Surgical  Service.  Examination  revealed  a soft, 
non-tender,  distended  abdomen.  Bowel  sounds  were 
absent.  Review  of  the  x-rays  revealed  multiple  dilated 
small  bowel  loops  with  some  air  present  in  the  large 
intestine.  The  clinical  impression  was  paralytic  ileus, 
secondary  to  urinary  tract  infection.  The  patient  was 
treated  with  I.V.  fluids,  nasogastric  tube  drainage  and 
antibiotics.  On  the  third  day,  the  patient  started  passing 
gas  and  having  normal  bowel  movements.  The  naso- 
gastric tube  was  discontinued,  and  the  patient  was  fed  a 
regular  diet  which  he  tolerated  well.  He  was  transferred 
to  the  regular  Medical  Ward  from  Intensive  Care  Unit. 
On  the  day  after  transfer,  the  patient  was  found  to  have 
a mild  abdominal  distention.  Subsequently,  he  vomited 
and  died.  An  autopsy  revealed  herniation  of  small 
bowel  loop  to  the  Jackson’s  membrane,  and  small 
bowel  obstruction. 

It  is  assumed  that  the  patient  had  had  intermittent 
small  bowel  obstruction  from  internal  herniation  of  the 
intestine  presenting  a bizaare  clinical  picture. 

PITFALL  #XIV:  Even  though  findings  enumerated 
in  Table  V are  suggestive  of  strangulation,  differentia- 
tion between  simple  small  intestinal  obstruction  and 
strangulation  obstruction  can  not  be  made  with 
certainty.^’  ^ 

PATIENTS  NOs.  31,32,33  and  34:  A total  of  four 
patients  had  strangulation  obstruction  of  small  intes- 
tine. One  patient  had  volvulus  of  the  small  intestine 
along  with  sigmoid  volvulus.  The  other  three  patients 
had  volvulus  of  small  intestine  and  gangrene,  sec- 
ondary to  postoperative  adhesions.  Out  of  three  pa- 
tients, only  one  patient  was  diagnosed  preoperatively  to 
have  a strangulation  obstruction. 

PITFALL  #XV:  Fecal  impaction  is  a non-surgical 
disease  of  old  age  and  of  postoperative  surgical  pa- 
tients. 

PATIENT  #35:  A number  of  patients  have  been 
treated  in  our  Service  with  this  condition,  primarily 
when  the  patients  presented  with  abdominal  distention. 
One  patient  is  of  some  interest  — a 74-year-old,  Cauca- 
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Figure  7.  Retroanastomotic  hernias. 

sian,  male  veteran  who  was  known  to  have  Parkinson’s 
Disease  for  the  past  many  years  and  was  transferred  to 
the  Surgical  Service  from  the  Nursing  Home  Care  Unit. 
On  admission  the  patient  was  found  to  have  a non- 
tender, distended  abdomen.  Rectal  examination  re- 
vealed a massive  fecal  impaction  at  the  anal  sphincter 
level  causing  a stercoral  ulcer.  This  ulcer  measured 
approximately  5 cms.  in  the  greatest  diameter.  After 
multiple  attempts  to  digitally  evacuate  the  impaction 
without  much  success,  a diverting  sigmoid  colostomy 
was  done  under  local  anesthesia.  Subsequent  to  the 
colostomy,  irrigation  from  above  and  below  relieved 
the  fecal  impaction. 

Four  other  interesting  cases  have  been  described 
elsewhere.  They  are:  (1)  Spigelian  Hemia;*°  (2)  Di- 
aphragmatic Hernia*  and  Strangulated  Colon,  second- 
ary to  Heimlich  Maneuver;  (3)  Linitis'*  Plastica-Type 
Carcinoma  of  the  Colon;  and  (4)  Foreign  Body  of 
Colon-Rectum. 

CONCLUSION : Pitfalls  experienced  with  intestinal 
obstruction  in  adult  male  patients  have  been  presented. 
Illustrative  cases  have  also  been  described. 


Figure  8.  Congenital  bands. 
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First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
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nary perfusion  by  preventing  coronary  vasospasm  and 
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beta-blocker  side  effects  that  may 
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genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 
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TRUTH 

When  the  North  Atlantic 
Treaty  Organization  was 
formed  in  1949,  it  was  formed 
for  one  reason.  To  stop  Soviet 
aggression  in  Europe. 

TRUTH 

The  Warsaw  Pact’s  conven- 
tional fighting  capabilities  far 
exceed  that  of  European  NATO 
forces. 

TRUTH 

In  order  to  maintain  peace 
and  freedom  in  Europe,  NATO 
has  effectively  maintained  a 
policy  of  deterrence  with  the 
Soviet  Union. 

TRUTH 

The  past  35  years  of  peace 
have  been  one  of  the  longest 
periods  of  European  peace  in 
recorded  history. 

TRUTH 

The  Soviets  will  not  risk 
war.  Unless  they  are  sure  they 
can  win. 

NATO. 

We  need  your  support. 

And  the  truth  is,  you  need  ours. 
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Influenza  — A Reminder 


LeRoy  F.  Harris,  M.D.* * 


Influenza  is  the  major  epidemic  disease  in 
the  United  States  despite  effective  prophylactic 
methods.  Influenza  virus  possesses  a remark- 
able ability  to  change  its  surface  antigens  there- 
by resulting  in  epidemics  and  pandemics.  Clin- 
ical manifestations  of  influenza  include  fever, 
chills,  headache,  myalgia,  cough,  and  chest 
pain.  The  major  complication  is  pneumonia 
which  may  be  a primary  influenza  pneumonia, 
secondary  bacterial  pneumonia,  or  a combina- 
tion of  both.  The  diagnosis  is  suggested  on  clin- 
ical grounds  and  confirmed  by  viral  isolation  or 
immunofluorescent  staining  or  by  serologic 
techniques.  Amantadine  hydrochloride  is  of 
proven  therapeutic  value  when  started  early  in 
the  illness.  Immunization  with  influenza  vac- 
cine supplemented  in  selected  circumstances 
with  administration  of  amantadine  provides 
effective  prophylaxis. 


Despite  extensive  research  and  proven  prophylactic 
methods,  influenza  remains  the  major  epidemic 
disease  in  the  United  States.  As  the  proportion  of  elder- 
ly in  the  population  and  their  associated  chronic  dis- 
eases increase,  the  opportunity  exists  for  the  incidence, 
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versity of  Alabama  School  of  Medicine.  Huntsville  Program.  410  Lowell  Drive. 
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morbidity,  and  mortality  from  influenza  to  increase. 
We  report  two  cases  and  review  the  epidemiology, 
clinical  manifestations,  complications,  diagnosis, 
treatment  and  prophylaxis  of  influenza  to  remind  Ala- 
bama physicians  of  this  potentially  devastating  illness. 

Case  Reports 

Case  #7 

A 22  year  old  male  was  admitted  to  the  hospital  with 
a four  day  history  of  fever,  shaking  chills,  headache, 
chest  pain  and  diffuse  arthralgia.  One  year  prior  to 
admission  the  patient  was  treated  for  Staph  aureus 
endocarditis  on  a prolapsed  mitral  valve.  Physical  ex- 
amination revealed  an  acutely  ill  appearing  male  with 
temperature  of  102.4°  F.  A loud  systolic  murmur  was 
heard  across  the  precordium.  Laboratory  values  re- 
vealed a leukocyte  count  of  3800/mm^  and  a normal 
urinalysis.  A Mono  Spot®  test  was  negative.  Chest 
roentgenogram  demonstrated  clear  lung  fields  and  a 
normal  sized  heart.  The  patient  was  treated  with  in- 
travenous nafcillin  sodium,  12  g/day,  for  a presumed 
recurrence  of  Staph  aureus  endocarditis.  The  antibiotic 
was  discontinued  when  blood  and  urine  cultures 
obtained  at  admission  were  reported  as  sterile.  The 
patient  gradually  defervesced  and  improved  symp- 
tomatically over  a four  day  period.  Serologic  studies 
for  influenza  B,  adenovirus.  Mycoplasma  pneumoniae, 
cytomegalovirus,  Legionella  pneumonophilia,  toxo- 
plasmosis, brucellosis,  and  tularemia  were  non- 
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diagnostic.  Titers  for  influenza  A showed  a significant 
rise  from  less  than  1:8  to  1:64  between  acute  and 
convalescent  specimens. 

Case  #2 

A 13  year  old  girl  was  admitted  to  the  hospital  with  a 
two  day  history  of  fever,  chills,  sore  throat,  productive 
cough  and  dyspnea.  On  physical  examination  the  pa- 
tient was  tachypneic  and  had  a temperature  of  101 .6°  F. 
The  throat  was  injected  and  expiratory  wheezes  were 
heard  across  both  lung  fields.  Laboratory  values  in- 
cluded a normal  blood  count,  sterile  blood  cultures,  and 
a negative  Mono  Spot®  test.  The  lung  fields  were  clear 
on  chest  roentgenogram,  but  a lateral  neck  x-ray  re- 
vealed a soft  tissue  mass  projecting  into  the  upper 
subglottic  area  of  the  trachea.  Oral  erythromycin  ethyl- 
succinate,  1600  mg/day,  was  initiated  and  the  patient 
became  asymptomatic  in  five  days.  Serologic  inves- 
tigation for  influenza  A,  adenovirus,  M.  pneumoniae, 
and  L.  pneumophilia  was  nonrevealing.  A diagnostic 
rise  between  acute  and  convalescent  titers  from  less 
than  1 :8  to  1:128  was  demonstrated  for  influenza  B. 

Our  two  cases  of  influenza  occurred  in  young  peo- 
ple. The  first  patient  had  underlying  cardiac  disease  and 
his  illness  simulated  a relapse  of  endocarditis.  The 
second  patient  presented  with  diffuse  airway  inflamma- 
tion including  a soft  tissue  subglottic  mass  seen  on 
lateral  neck  x-ray. 

Discussion 

Influenza  is  a RNA  containing  virus  of  the  family 
Orthomyxoviridiae.  Three  antigenic  types,  designated 
A,  B and  C,  are  recognized.  Influenza  virus  contains 
two  surface  glycoprotein  antigens,  the  hemagglutinin 
and  the  neuraminidase,  which  determine  the  subtypes. 
Five  antigenically  distinct  hemagglutinins  (Hswl,  HO, 
HI,  H2  and  H3)  and  two  neuraminidases  (N1  and  N2) 
are  recognized.  The  virus  is  inactivated  by  heating  to 
56°  C for  a few  minutes  or  by  treatment  with  ether. 
Influenza  virus  has  a tropism  for  pulmonary  tissue  and 
selectively  invades  tracheobronchial  epithelial  cells.* 

Epidemiology 

Influenza  causes  three  epidemic  patterns:  pandem- 
ics, epidemics  and  sporadic  outbreaks.  Pandemics 
appear  to  originate  from  a single  focus  and  involve  the 
entire  world.  They  occur  every  30  to  40  years  and  last 
up  to  two  years.  In  the  past  century  there  have  been 
three  influenza  pandemics:  1889-1891,  1918-1920  and 
1957-1958.  The  1918  pandemic  was  devastating, 
accounting  for  the  death  of  47  million  people  world- 
wide, and  the  1957  pandemic  affected  over  a quarter  of 
the  United  States  population.  Epidemic  influenza  refers 
to  milder  outbreaks  occurring  every  few  years. 
Epidemics  often  originate  from  simultaneous  foci  with- 
in a country  or  involving  several  countries  concurrent- 
ly. In  the  United  States,  epidemics  occur  in  late  fall, 
winter  and  early  spring.  Sporadic  outbreaks  of  influen- 
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za  appear  in  smaller,  localized  units  such  as  families, 
schools  or  isolated  communities.  Sporadic  outbreaks 
may  be  found  during  interepidemic  periods.^ 

The  three  antigenic  types  of  influenza  cause  distinc- 
tive patterns  of  disease.  Influenza  A epidemics  tend  to 
be  severe,  occur  over  a wide  expanse  of  a country  or  the 
world  and  affect  all  ages.  Influenza  A infections  often 
are  associated  with  excess  mortality,  deaths  in  excess 
of  the  mortality  expected  for  that  time  period.  Influenza 
B outbreaks  frequently  are  milder  and  predominantly 
affect  children.  Influenza  B causatively  is  related  to 
Reye’s  syndrome.  Influenza  C rarely,  if  ever,  gives  rise 
to  epidemics  and  usually  is  responsible  for  inapparent 
childhood  infections.^ 

Influenza  virus  possesses  a remarkable  ability  to 
change  its  surface  antigens.  Antigenic  shift  refers  to  a 
major  change  in  the  hemagglutinin  and/or  neuramini- 
dase and  often  results  in  severe  influenza  epidemics  or 
pandemics.  Antigenic  drift  refers  to  minor  changes  in 
the  subtype  and  occurs  every  few  years. ^ 

Influenza  epidemics  usually  appear  from  late  autumn 
to  early  spring.  Attack  rates  are  highest  in  the  five-to- 
1 4-year  age  group  while  mortality  rates  are  highest  at 
the  extremes  of  life,  in  pregnant  females,  and  people 
with  chronic  debilitating  diseases.  Influenza  is  spread 
by  person-to-person  transmission.* 

Clinical  Manifestations 

The  incubation  period  of  influenza  A is  one  to  four 
days  and  averages  two  days.  Symptomatology  is  uni- 
form and  the  disease  is  concluded  in  six  to  seven  days  in 
the  uncomplicated  case.  Influenza  A is  characterized 
by  the  abrupt  onset  of  fever,  chills,  headache,  myalgia 
and  malaise.  Anorexia  and  nausea  may  supervene,  but 
other  gastrointestinal  symptoms  (vomiting,  diarrhea) 
are  rare.  Ocular  complaints  including  tearing,  photo- 
phobia and  eye  pain  are  not  infrequent.  Two  to  four 
days  into  the  illness  respiratory  manifestations  appear 
and  consist  of  dry,  hacking  cough  and  pleuritic,  sub- 
sternal  chest  pain.^ 

The  clinical  picture  of  influenza  B is  considered  to  be 
milder  than  influenza  A although  exceptions  are  well 
documented.'*  Influenza  C is  less  severe  than  A or  B 
and  manifestations  usually  are  restricted  to  the  upper 
respiratory  tract. ^ 

Complications 

The  most  common  and  serious  complication  of  in- 
fluenza is  pneumonia  which  may  be  a primary  influen- 
za virus  pneumonia,  secondary  bacterial  pneumonia  or 
a combination  of  both.  Primary  influenza  pneumonia 
coexists  with  or  succeeds  the  initial  influenza  illness 
and  presents  as  unrelenting  fever,  increasing  cough, 
dyspnea  and  cyanosis.  Chest  roentgenogram  reveals  a 
bilateral  interstitial  pattern,  the  white  count  is  elevated 
and  sputum  contains  an  absence  of  paucity  of  bacteria. 
Secondary  bacterial  pneumonia  is  caused  frequently  by 
continued  on  page  38 


No  One  Is  Mote  111  Than  A Patient 
Who  Tries  To  Hide  His  Illness  From  His  Doctor. 


You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emoti(TnaI  pronlem 
usually  retpjires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
prohlems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  dmg  abuse. 
We're  a specialized  facility 
staffed  to  serve  lx)th  your 


patient  and  patient's  familv. 
Our  nationally  recognizee 
treatment  prowams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  infonnation  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Bimiingham  (205/877-1740) 
or  Mobile  (205/633-0900) 
iinytime,  tlay  or  night. 
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American  Medical  IntematHinal 


j 

I 

I 


I 


Treatment  of  Acute  Shoulder 

Dislocations 


Lyle  A.  Norwood,  M.D.* 


A young  athlete’s  first  shoulder  dislocation  is  fre- 
quently followed  by  recurrent  dislocations. 
Although  conventional  medical  teaching  dictates  that 
to  prevent  such  further  dislocations  physicians  should 
obtain  roentgenograms  before  reduction  and  immobi- 
lize the  shoulder  for  three  to  six  weeks  afterward,  we 
have  had  good  results  with  immediate  reduction  and 
return  to  athletics  soon  after  the  pain  is  gone.  This 
article  will  present  our  experience  with  anterior  shoul- 
der dislocations,  describe  the  evolution  of  treatment, 
and  discuss  the  results  of  shoulder  reconstruction  done 
for  recurrent  dislocations. 

Shoulder  dislocations  were  appreciated  in  antiquity 
as  significant  injuries.  In  480  BC  Hippocrates*  dis- 
cussed the  principles  of  shoulder  reduction  by  traction, 
a technique  of  reduction  consequently  known  as  the 
Hippocratic  method.  In  ancient  Greece,  shoulder  dis- 
location represented  a serious  hazard  to  both  health  and 
safety,  perhaps  because  travelers  and  soldiers  defended 
themselves  from  robbers  and  adversaries  by  use  of  the 
long  sword.  The  abduction  and  external  rotation  re- 
quired to  successfully  defend  oneself  with  a sword 
obviously  could  not  be  accomplished  when  the  shoul- 
der dislocated.  Hippocrates  knew  the  anatomic  princi- 

* Hughston  Sports  Medicine  Foundation,  6262  Hamilton  Road,  Columbus,  Georgia 
31995. 


pies  involved  in  recurrent  dislocation  and  described 
“firing”  of  the  shoulder  with  a hot  poker  as  treatment 
of  recurrent  dislocations.  Firing  created  scar  tissue  at 
the  anterior  shoulder  which  limited  external  rotation 
and  prevented  further  dislocations. 

Diagnosis 

An  anterior  shoulder  dislocation  gives  an  athlete 
immediate  discomfort  and  renders  him  unable  to  par- 
ticipate in  the  sport.  He  usually  comes  from  the  field 
with  the  injured  arm  hanging  slightly  forward  and  with 
the  injured  shoulder  lower  than  the  uninjured  side  (Fig- 
ure 1).  When  the  pads  or  shirts  are  removed,  examina- 
tion shows  fullness  of  the  anterior  shoulder;  the  pos- 
terior shoulder  is  flat.  The  athlete  is  unable  to  move  the 
arm  in  internal  rotation,  external  rotation  or  abduction 
(Figure  2 A and  2B). 

While  the  athlete  may  not  be  able  to  describe  the 
injury  mechanism  specifically,  we  have  noticed  that 
most  injuries  occur  with  the  arm  in  abduction  and 
external  rotation  or  extension.  Only  infrequently  do 
shoulder  dislocations  result  from  falls  on  the  shoulder. 
Although  anterior  dislocations  may  occur  during  bas- 
ketball rebounding  or  sliding  into  a base,  in  the  South, 
the  most  common  mechanism  of  dislocation  is  football 
arm  tackling. 
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Figure  I.  Appearance  when  athlete  comes  from  the  field. 

Shoulder  Reduction 

When  we  provide  sideline  medical  coverage  at  sport- 
ing events,  we  reduce  shoulder  dislocations  by  means 
of  the  Hippocratic  method  of  traction  (Figure  3).  Cer- 
tain other  methods  of  shoulder  reduction  may  be  harm- 
ful to  the  patient.  Placing  a foot  in  the  patient’s  axilla 
and  then  pulling  distally  on  the  arm  to  reduce  the 
humeral  head  may  produce  nerve  damage  to  the  bra- 
chial plexus  which  crosses  the  anterior  chest  and  shoul- 
der. Forceful  reduction  by  increasing  external  rotation 
of  the  arm,  the  “Kocher  method,”^  may  also  lead  to 
nerve  damage.  After  reduction,  we  evaluate  the 
athlete’s  general  condition,  soreness  about  the  shoul- 
der, apprehension,  and  nerve  function.  Ice  is  applied  to 
the  shoulder  region,  and  the  arm  is  placed  in  a sling. 


Figure  2 A . Anterior  dislocation  of  the  left  shoulder  when  pads 
are  removed.  Note  anterior  fullness  and  flatness  of  lateral  deltoid. 

Figure  2B.  Graphic  depiction  of  left  anterior-inferior  shoulder 
dislocation  showing  the  dislocation  of  the  humeral  head  from  the 
glenoid.  The  posterior  humeral  head  rests  on  the  edge  of  the 
anterior-inferior  glenoid. 
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Appropriate  x-rays  are  obtained  after  the  athletic  event. 
If  the  x-ray  reveals  no  fracture  or  abnormality,  sup- 
portive therapy  is  continued  until  the  soreness  and 
induration  subside.  The  athlete  is  allowed  to  return  to 
his  sport  when  he  is  confident  and  not  apprehensive. 
This  usually  requires  two  to  three  weeks  and  depends 
upon  the  athlete,  the  sport,  and  the  position  played. 

Although  we  teach  coaches  and  trainers  the  method 
of  immediate  sideline  reduction,  we  advise  them  to 
reduce  the  dislocation  only  when  there  is  no  physician 
covering  the  event.  If  the  trainer  reduces  the  shoulder 
when  no  physician  is  available,  the  coach  or  trainer  is 
instructed  to  have  the  athlete  see  his  physician  for 
definitive  diagnosis  and  treatment.  The  athlete’s 
physical  well  being  is  thus  protected  before  further 
participation. 


Figure  3.  Reduction  by  distal  traction.  Hippocratic  method  of 
distal  traction  is  applied  to  injured  extremity.  The  steady  traction 
pull  overcomes  muscle  spasm,  and  the  humeral  head  “slips”  as  it 
relocates  in  the  glenoid. 

Discussion 

We  have  reduced  a large  number  of  first  shoulder 
dislocations  both  in  the  emergency  room  and  on  the 
playing  fields  in  thirty-five  years  of  association  with  the 
Auburn  Athletic  Association  and  Alabama  and  Georgia 
High  Schools.  We  do  not  have  complete  records  of  the 
recurrence  rate:  school  graduation,  military  service, 
and  family  moves  disperse  the  patient  population,  so 
that  statistically  significant  follow-up  is  impossible; 
nevertheless,  it  is  our  impression  that  about  60%  of  first 
shoulder  dislocations  will  dislocate  again  and  have 
recurrent  dislocations.  These  shoulders  will  eventually 
require  shoulder  surgical  reconstruction  to  prevent 
further  dislocations.  About  40%  of  first  dislocations  do 
not  dislocate  again  and  will  not  require  surgery  with  our 
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method  of  immediate  reduction  and  early  rehabilita- 
tion. This  contrasts  with  shoulders  which  are  immobi- 
lized for  3 to  6 weeks  after  dislocation  and  reduction: 
approximately  80%  to  90%  of  these  shoulders  will 
redislocate  and  require  surgical  reconstruction. 

Our  treatment  of  acute  shoulder  dislocations 
broaches  two  controversial  points:  the  first  is  the  im- 
mediate sideline  reduction  of  a dislocation  by  a physi- 
cian, trainer  or  coach.  The  second  is  allowing  athletic 
participation  after  disappearance  of  induration, 
apprehension,  and  return  of  motion. 

We  support  immediate  reduction  because  it  is  far  less 
painful  for  the  athlete,  and  because  we  have  seen  fewer 
longterm  ill  effects  from  this  treatment  than  from  the 
more  conventional  treatment.  Since  muscle  spasm  in- 
creases with  the  duration  of  dislocation,  and  thus  in- 
creases the  difficulty  of  reduction,  sideline  reduction  is 
far  easier  than  emergency  room  reduction;  discomfort 
from  muscle  spasm  is  minimal  after  the  shoulder  is 
reduced.  We  have  reduced  shoulders  in  this  manner  for 
thirty-five  years  and  have  had  no  complications  from 
this  method  of  treatment.  Athletes  taken  to  the  hospital 
and  radiographed  before  reduction  frequently  require 
intravenous  sedation  or  general  anesthetics  for  reduc- 
tion. Such  an  athlete  suffers  considerable  pain  during 
transfer,  hospital  visit,  roentgenograms,  and  associated 
delays.  Muscle  spasm  greatly  increases  during  this 
period.  We  see  no  compelling  reason  why  athletes 
should  be  subjected  to  this  discomfort,  imposition,  and 
danger,  when  trained  people  can  acceptably  reduce  the 
dislocation  within  minutes  of  injury,  especially  since 
delaying  reduction  seems  not  to  prevent  or  forestall 
future  dislocation. 

The  usual  reason  given  for  delaying  reduction  until 
after  x-rays  have  been  taken  is  the  possibility  of  an 
associated  glenoid  or  tuberosity  fracture.  But  we  have 
determined  in  our  clinical  practice  that  the  likelihood  of 
such  a displaced  fracture  is  less  than  5%.  When  there  is 
a fracture  with  the  dislocation,  the  shoulder  may  redis- 
locate immediately  after  reduction.  Thus  a redisloca- 
tion within  minutes  of  reduction  suggests  a fracture. 
Even  so,  the  athlete  is  not  endangered  by  immediate 
reduction.  The  shoulder  with  a fracture  which  redislo- 
cates after  field  reduction  presents  no  increased  danger 
of  nerve  or  vascular  damage.  We  always  obtain  x-rays 
after  reduction  and  we  instrujt  coaches  that  the 
athlete’s  physician  should  see  the  player  after  sideline 
reduction,  whether  performed  by  the  coach,  trainer,  or 
physician.  The  x-rays  will  detect  fractures  and  assure 
the  completeness  of  reduction.  Our  thirty-five  year 
experience  has  shown  no  neurovascular  complications 
from  immediate  sideline  reduction.  In  fact,  the  con- 
verse has  been  observed.  After  immediate  reduction  the 
patient  suffers  less  discomfort,  has  fewer  muscle 
spasms,  and  is  able  to  return  to  sports  participation 
sooner. 

The  second  controversial  point  involves  athletic  par- 


ticipation without  extended  shoulder  immobilization. 
Experience  has  taught  us  that  extended  immobilization 
not  only  is  contraindicated,  but  actually  increases  the 
likelihood  of  recurrent  dislocations.  Thirty-five  years 
ago  we  followed  conventional  medical  teaching  and 
placed  the  injured  athlete  in  a plaster  Velpeau  with  the 
arm  flexed  forward  and  internally  rotated  to  maintain 
reduction  and  internal  rotation  for  healing.  The  athlete 
was  unable  to  remove  the  immobilization.  Shoulders 
were  immobilized  in  plaster  for  six  weeks.  Almost 
every  dislocation  treated  in  this  manner  recurred  and 
eventually  required  surgical  reconstruction.  It  was 
apparent  that  strict  immobilization  certainly  did  not 
decrease  the  chance  of  redislocation  and  actually  in- 
creased the  recurrence  rate. 

Our  present  approach  evolved  from  this  clinical  ex- 
perience. Immediate  reduction,  supportive  treatment, 
and  return  to  participation  after  disappearance  of  in- 
duration, pain,  and  apprehension  have  not  increased 
the  numbers  of  shoulders  requiring  reconstruction;  in- 
stead approximately  30%  of  the  athletes  have  avoided 
recurrent  dislocations  and  surgery  by  early  reduction 
and  supportive  treatment  rather  than  prolonged  im- 
mobilization. About  40%  of  the  shoulders  treated  in 
this  manner  have  not  progressed  to  recurrent  disloca- 
tions. Shoulders  which  require  surgical  stabilization 
will  identify  themselves  by  recurrent  symptoms  and 
dislocations. 

During  the  twenty-nine  years  from  1949  to  1978, 
202  shoulders  required  a surgical  reconstruction  at  the 
Hughston  Orthopaedic  Clinic  for  chronic  recurrent 
anterior  shoulder  dislocation.  Roughly  75%  of  these 
shoulders  had  been  treated  initially  by  immobilization 
and  restriction  of  muscular  activity  before  their  recur- 
rent dislocation  and  evaluation  at  the  Hughston  Ortho- 
paedic Clinic.  These  shoulders  remained  symptomatic, 
and  the  athletes  were  unable  to  participate  satisfactorily 
in  sports.  The  surgical  reconstruction  technique  used 
was  a modified  Magnuson-Stack  procedure,^  a recon- 
structive technique  that  tightens  the  subscapularis  mus- 
cle and  advances  it  distally  onto  the  greater  tuberosity. 
This  reconstruction  controls  the  humeral  head  by  plac- 
ing the  lower  edge  of  the  subscapularis  across  the 
inferior  humeral  head.  When  the  arm  is  placed  in  the 
position  of  dislocation  (abduction  and  external  rota- 
tion), anterior  and  inferior  dislocation  is  prevented  by 
the  transferred  subscapularis,  which  tightens  across  the 
humeral  neck  and  head,  keeping  the  head  in  the  socket. 
The  humeral  head  is  thus  kept  from  slipping  inferiorly 
and  anteriorly.  Of  these  202  shoulders  requiring 
surgery,  we  know  of  only  three  shoulders  with  recur- 
rent dislocations  after  surgical  stabilization.  Two  of 
these  recurrent  dislocations  occurred  after  extensive 
trauma  eight  and  ten  years  after  surgery.  In  both  cases 
the  forces  of  stress  would  probably  have  dislocated  a 
normal  shoulder.  The  other  recurrent  dislocation  was  in 
a woman  with  a congenitally  lax  shoulder,  which  prob- 
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can  also  be  used  to  view  obstmctions 
in  the  kidneys,  and  abnormalities  in 
such  areas  as  the  gallbladder,  liver, 
spleen,  and  breast.  Problem  areas 
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ably  could  not  be  stabilized  surgically  without  a shoul- 
der fusion. 

Our  present  method  of  treatment  of  shoulder  disloca- 
tions is  based  on  the  fact  that  the  shoulder  is  a ball  and 
saucer  joint,  not  a classic  ball  and  socket  joint.  Shoul- 
der stability  thus  depends  on  muscle  balance  and  is 
maintained  by  activity  rather  than  inactivity.  If  shoul- 
der muscles  are  inactive  for  six  weeks,  they  cannot 
provide  shoulder  stability. 
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Dr.  Harris  continued  from  page  28 

pneumococcus,  staphylococcus  and  Hemophilus  in- 
fluenzae. Clinically  the  patient  improves  from  the  ini- 
tial illness  only  to  relapse  in  seven  to  ten  days  with  the 
sudden  onset  of  shaking  chills,  fever,  productive  cough 
and  chest  pain.  A lobar  infiltrate  is  seen  on  chest  x-ray, 
leukocytosis  is  present  and  sputum  gram  stain  reveals 
abundant  bacteria.  Mixed  viral  and  bacteria  pneumonia 
combines  features  of  both  types  of  pneumonia.^ 

Neurologic  complications  of  influenza  are  diverse 
and  range  from  mild  to  lethal.  Reye’s  syndrome,  char- 
acterized by  acute  encephalopathy  and  fatty  degenera- 
tion of  the  viscera,  has  followed  influenza  B while 
encephalitis,  meningitis,  myelitis  and  Landry- 
Guillain-Barre  syndrome  have  been  associated  with 
influenza  A.  Musculoskeletal  sequellae  extend  from 
myalgias  to  rhabdomyolysis  with  myoglobinuria  and 
renal  failure.  Myocarditis  and  pericarditis  are  reported 
cardiovascular  complications  of  influenza  and  dissemi- 
nated intravascular  coagulation  is  a hematologic 
sequella.^ 

Diagnosis 

The  diagnosis  of  influenza  is  suggested  on  clinical 
grounds  especially  if  a known  influenza  outbreak  is 
present.  Confirmation  of  the  diagnosis  is  achieved  by 
continued  on  page  42 
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Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  ANO  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  ANO  THE 
CEPHALOSPORINS  ANO  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS. 
TO  both  DRUG  CLASSES 

Antibiotics  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  m patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toiin  produced  by  Closuidium  difficile  is  one 
primary  cause  of  amibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bactenologic 
studies,  and  fluid,  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  ~ If  an  allergic  reaction  to 
Ceclor'  (cefaclor.  Lilly)  occurs,  the  drug  shoulii  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
tor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Cltnitest' 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  t2 
times  the  human  dose  and  in  ferrets  given  three  times  the  maiimum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor'  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Molhers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  followina  administration  of  single  SOO-mg  doses 
Average  levels  were  0 18. 0 20. 0 21 . and  0 16  mcg/ml  at  two 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is*administered  to  a 
nursing  woman 

Usage  in  Children  ~ Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gasiroiniestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  alter  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensiiivily  reactions  have  been  reported  in  about  1 5 
rcent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
uritus.  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  20(i  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthriiis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  L/rtcerfa/rt  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  lor  the  physician 

Hepatic  - Slight  elevations  in  SCOT.  S6PT.  or  alkaline 
phosphatase  values  11  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  Hess  than  1 in  200) 

(061782RI 


Note  Ceclor'  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
® 1984.  ELI  LILLY  ANO  COMPANY 
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ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


ASSISTANT  PROFESSOR  OF  INTERNAL  MEDICINE  — 
Graduate  of  approved  medical  school  and  approved  internship  and 
residency;  Diplomate  of,  or  eligible  for  the  American  Board  of 
Internal  Medicine.  Previous  academic  experience  desirable  but  not 
essential.  A strong  interest  in  primary  care  teaching  and  clinical 
practice  is  highly  desirable.  Clinical  and/or  basic  research  interest 
and  activity  is  strongly  encouraged.  Send  C.V.  to  Dr.  Wm.  W. 
Wintemitz,  College  of  Community  Health  Sciences,  University  of 
Alabama,  Box  6291,  University,  Alabama  35486.  The  University 
of  Alabama  is  an  equal  opportunity/affirmative  action  employer. 


BOARD  ELIGIBLE  OR  BOARD  CERTIFIED  INTERNIST  to  join 
a group  of  two  general  internists  and  one  internist  with  subspecialty 
in  Pulmonary  Medicine  in  private  practice  in  Montgomery,  Ala- 
bama. The  practice  is  primarily  office  based  with  hospitalization 
limited  to  one  hospital.  Teaching  as  voluntary  faculty  member  in  an 
internal  medicine  residency  program  also  is  available.  Salary  for  18 
months  and  then  partnership.  Internal  Medicine  Associates.  Phone 
#205-288-4670. 


COMPUTER  FOR  SALE  — Demo  unit  with  medical  software 
applications  for  insurance  processing,  statement  printing  & elec- 
tronic claims  transfer  to  Blue  Cross/Blue  Shield.  Contact  Sharon 
Prince  205-945-8200,  Seako,  Inc. 


B/C  PRIMARY  CARE  INTERNIST  GROUP  available  part-time 
for  executive,  industrial  or  insurance  physicals  or  work  in  HMO  or 
walkin  clinic  in  greater  Birmingham  or  vicinity.  Respond  Box  D, 
c/o  Alabama  Medicine. 


SEARCY  HOSPITAL  has  immediate  vacancies  for  licensed 
Psychiatrists.  We  are  a 650  bed  psychiatric  facility  located  near 
beautiful  Gulf  coast  beaches.  Salary  is  negotiable.  We  offer  excel- 
lent fringe  benefits;  13  annual  leave  days,  13  sick  leave  days,  13 
holidays,  Health  Insurance,  and  Retirement  plan.  Please  contact 
Robert  E.  Griffin,  Personnel  Officer,  Searcy  Hospital,  Mount  Ver- 
non, Alabama  36560.  Telephone  number  (205)  829-941 1 . We  are 
an  equal  opportunity  employer. 


ALABAMA;  Positions  available  immediately  for  Medical  Direc- 
tors of  freestanding  emergency  clinics.  Physicians  must  be  board 
prepared/board  certified  in  emergency  medicine,  family  practice,  or 
general  surgery.  ACLS  and  ATLS  artification  required.  Salary  base 
plus  percentage  of  gross  (appx.  $125,000-$I50.(X)0  per  year)  with 
substantial  benefit  package.  Contact  Phillip  K.  Bobo,  M.D., 
Emergency  Management,  P C.,  Suite  522,  Alabama  Federal  Build- 
ing, Tuscaloosa.  Alabama  35401,  205-345-2326. 


FOR  SALE 


ESTABLISHED  20- YEAR 
OPHTHALMOLOGY  PRACTICE 


• Large  Solo  Practice  in  Memphis,  TN 

• Includes  Equipment  and  Office  Furnishings 
(Available  due  to  Physician’s  Recent  Death) 


For  Information  Contact: 
Mr.  John  Glass,  Trustee 
First  Tennessee  Bank 
Trust  Division 
Box  84 

Memphis,  TN  38101 
(Tel.  901/523-4573) 


1985  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-14  days  year-round.  Approved  for  20-24  CME 
Cat.  1 credits  (AMA/PRA)  & AAFP  prescribed  credit.  Distin- 
guished professors.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN, 
MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information;  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549- 
0869. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


SOUTHEAST  — private  practice  opportunities  in  most  specialties. 
Confidential  physician  placement.  No  co.st  or  obligation.  Excellent 
benefits.  Send  CV  to  Southeastern  Medical  Recruiters.  Box 
360185,  Birmingham,  AL  35236,  or  call  205-988-8150. 


EMERGENCY  MEDICINE.  Immediate  full-time  positions  avail- 
able in  emergency  departments  located  in  central  and  south  Missis- 
sippi. Excellent  benefits  package.  Quality  rural  and  metropolitan 
hospitals.  Part-time  positions  are  also  available.  For  a unique  career 
opportunity,  respond  in  confidence  to:  Mississippi  Emergency 
Association,  P.  A.,  1755  Lelia  Drive,  Suite  100,  Jackson,  Missis- 
sippi 39216-4883  or  call  Dr.  Jim  Heflin,  Director  of  Physician 
Recruitment  at  (601)  366-6503. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-GYN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D.,  #33  Medical  Park. 
Valley.  Alabama  36864. 
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Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


FAMILY  PRACTICE  FACULTY  POSITION  — The  University  of 
Alabama  in  Birmingham  School  of  Medicine,  Department  of  Fami- 
ly Medicine,  Montgomery  Family  Practice  Residency  is  seeking  a 
board  certified  family  physician.  Clinical  experience  preferred  but 
will  consider  a graduate  from  an  approved  family  practice  residen- 
cy. Must  be  interested  in  taking  care  of  patients  and  teaching 
residents.  Excellent  opportunity  to  practice  and  teach.  Excellent 
fringe  benefits.  Respond  in  writing  to  J.  K.  Brantley,  M.D.,  Direc- 
tor, Montgomery  Family  Practice  Residency,  1720  Park  Place, 
Montgomery,  Alabama  36106.  An  Affirmative  Action/Equal 
Opportunity  Employer. 


NEUROLOGIST  — VA  Medical  Center,  Tuskegee,  Alabama,  an 
800-bed  (plus)  general  medical  facility,  has  immediate  need  for  a 
neurologist.  Board  certification  preferred.  Affiliated  with  More- 
house School  of  Medicine.  Located  in  east  central  Alabama,  good 
climate,  mild  winters,  with  abundance  of  recreational  opportuni- 
ties. Salary,  including  special  physician’s  pay,  $70,000-580,000 
per  year,  40  hours  per  week,  with  liberal  fringe  benefits  package. 
Equal  opportunity  employer.  Call  205-727-0550,  extension  645,  or 
write:  Chief  of  Staff  (11),  VA  Medical  Center,  Tuskegee,  Alabama 
36083. 


ARCHITECTURE  PROFESSIONAL  SERVICES  AVAILABLE. 
William  R.  Schauer  — Architect  — 3814  5th  Ct  N,  Birmingham, 
AL.  Solar  Energy  Design  — Economics  — Interiors/Dial  205  252 
5151. 
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viral  isolation  or  immunofluorescent  staining  of 
appropriate  specimens  such  as  sputum.  Specimens 
should  be  obtained  early  in  the  illness  because  viral 
shedding  decreases  rapidly.  Serologic  techniques  also 
substantiate  the  diagnosis.  Because  acute  and  convales- 
cent serum  is  required,  the  diagnosis  is  made  retrospec- 
tively and  therefore  of  no  immediate  value  to  the 
clinician.^ 

Treatment  and  Prophylaxis 

The  only  drug  currently  licensed  for  the  treatment  of 
influenza  is  amantadine  hydrochloride.  The  drug  re- 
duces the  severity  and  duration  of  fever,  headache  and 
respiratory  symptoms  and  improves  pulmonary  func- 
tion when  administered  in  a dose  of  100  or  200  mg/day 
and  started  during  the  first  48  hours  of  illness.  Amanta- 
dine also  decreases  viral  shedding.  The  usual  dosage  is 
200  mg/day  which  can  be  split  into  100  mg  twice  daily 
to  reduce  the  frequency  of  side  effects.  The  dose  is 
decreased  for  children  and  for  people  with  diminished 
renal  function.  Amantadine  should  be  continued  until 
48  hours  after  resolution  of  illness.  Side  effects  princi- 
pally are  neurologic  and  include  insomnia,  light- 
headedness, irritability  and  difficulty  concentrating.^ 

Prophylaxis  of  influenza  is  targeted  at  persons  at 


highest  risk  of  serious  illness  or  death  from  influenza, 
namely  the  elderly,  individuals  with  chronic  under- 
lying diseases  and  patients  with  compromised  immune 
function.  Prophylaxis  is  achieved  primarily  by  vaccina- 
tion and  in  selected  circumstances  supplemented  by 
chemotherapy  with  amantadine.  The  influenza  vaccine 
is  an  activated  vaccine  and  must  be  administered  year- 
ly. The  vaccine  is  contraindicated  in  persons  with 
anaphylactic  reactions  to  eggs.  During  pregnancy  vac- 
cination should  be  postponed  to  the  second  or  third 
trimester.  Immunization  also  should  be  delayed  during 
a febrile  illness  but  can  proceed  concomitantly  with 
administration  of  the  pneumococcal  vaccine.  Adverse 
effects  of  the  influenza  vaccine  consist  of  localized 
soreness  at  the  site  of  injection,  fever,  myalgia  and 
immediate  hypersensitivity  response.  The  influenza 
vaccine  for  1984-1985  is  derived  from  the  A/ 
Phillipines/2/82  (H3N2),  A/Chile/1/83  (HlNl),  and 
B/USSR/100/83  strains  and  in  adults  is  injected  as  a 
single  dose.^ 

Chemoprophylaxis  with  amantadine  is  effective  but 
is  not  a substitute  for  vaccination.  It  may  be  used  early 
during  an  outbreak  before  the  protective  response  from 
immunization  develops,  when  an  outbreak  is  caused  by 
a strain  not  contained  in  the  vaccine,  in  individuals  with 
a poor  antibody  response  to  immunization  (e.g.,  those 
with  immunodeficiency),  and  for  people  in  whom 
administration  of  influenza  vaccine  is  contraindicated.^ 
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PimiCIANS.  A WEEKEND 
WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  oma. 


It  s not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 

USAR  AMEDD  Procurement 
1933  Montgomery  Highway 
Suite  140 

Birmingham,  AL  35209 
(205)  933-2131/2143 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  iVlodem  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.I.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Une  1-800-272-6481 
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What  We’re  Doing  About 
Child  Abuse 


Was  It  Ever  Thus? 

Just  as  we  Americans  had  begun  to  believe  that 
nothing  more  in  our  20th  Century  world  could  shock 
us,  reports  of  widespread  sexual  abuse  and  exploitation 
in  at  least  two  large  day  care  centers  succeeded  in  doing 
so. 

Sparking  the  inevitable  Congressional  hearings, 
Florida’s  senator  Paula  Hawkins  revealed  her  own  ex- 
perience of  being  molested  as  a first-grader  and  her 
frustration  that  only  her  mother  would  believe  her 
story.  These  news  stories  seemed  to  open  a floodgate  to 
other  reports  of  child  sexual  abuse. 

One  of  the  worst  was  the  story  of  the  young  mother 
who  was  convinced  her  divorced  husband  was  molest- 
ing their  two-year-old  daughter  on  his  court-ordered 
custody  weekends  — he  even  bragged  of  it  to  her  — but 
who  was  unable  to  find  a judge  who  would  halt  the 
father’s  visitation  rights  until  the  child  was  almost  six. 
By  this  time  the  evidence  of  abuse  was  inescapable  but 
the  physical  damage,  not  to  mention  the  mental  and 
emotional  damage,  was  probably  irreversible.  What  is 
wrong  with  our  modern  world,  we  hear  asked,  that  such 
things  could  happen? 

Fortunately  for  the  victims,  most  people  blame  the 


abuser  rather  than  the  modem  world,  although  it  is  also 
true  that  many  factors  in  our  modern  world,  such  as 
high  mobility,  a high  divorce  rate,  lack  of  sexual  moral- 
ity, the  increasing  need  for  day-care  and  the  increasing 
power  of  television  has  probably  provided  the  abuser 
with  increased  opportunity.  But  abuse  and  exploitation 
of  the  weak  and  defenseless  is  probably  as  old  as 
civilization. 

To  be  sure,  love  and  protection  of  infants  and  chil- 
dren is  even  older  than  civilization,  or  the  human  race 
might  not  have  survived.  Still,  although  there  is  not  a 
great  deal  of  evidence  on  the  treatment  of  children  in 
ancient  civilizations,  what  has  survived  gives  scant 
reason  to  believe  that  they  idealized  childhood. 

In  a recent  study  on  expositio  and  oblatio  — the  only 
means  of  family  planning  available  to  classical  and 
medieval  civilizations  — the  author  shows  first  that 
expositio  was  not,  as  has  been  commonly  believed 
tantamount  to  infanticide,  but  rather  an  uncertain 
method  of  placing  a child  for  adoption. 

Infants  who  were  exposed  were  left  in  certain  well- 
known  places  with  the  expectation  that  they  would  be 
found.  To  be  sure,  the  very  sickly  and  deformed  were 
left  to  die,  but  most  of  the  others  were  picked  up. 
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Moralists  warned  that  many  infants  who  were  “ex- 
posed” — both  male  and  female,  although  the  female 
was  the  more  common  victim  — would  be  raised  for 
prostitution.  Boswell  feels  that  the  fear  of  incest,  evi- 
dent in  both  Greek  drama  and  in  later  Roman  literature, 
arose  largely  because  of  the  practice  of  expositio* 

Some  recent  studies  of  the  family  in  history  have 
credited  the  19th  century  with  “inventing”  childhood. 
In  the  early  decades,  child  abuse  moved  outside  the 
home  or  home  workshop  to  the  factory.  Surely  never 
have  children  been  more  victimized  than  were  the  little 
tots  sent  off  to  mines  and  factories  in  the  early  stages  of 
the  Industrial  Revolution. 

But  for  the  first  time  this  became  a public  problem 
and  not  just  a family  problem  under  the  complete  con- 
trol of  the  father,  and  new  sorts  of  legislation,  such  as 
child  labor  laws  — (the  very  earliest  limited  the  factory 
workday  of  children  under  1 2 to  nine  hours  and  forbade 
the  employment  of  children  under  8)  — as  well  as  all 
sorts  of  philanthropic  organizations,  appeared. 

By  the  turn  of  the  century  children  almost  certainly 
were  better  off,  and  there  was  a tendency  to  believe  that 
only  a few  “brutes”  would  abuse  their  own  children. 

Evidently  this  belief  was  so  pervasive  that  even  Sig- 
mund Freud  was  fooled.  At  any  rate,  articles  on  child 
abuse  in  both  Parade  and  New  York  Times  magazines 
indicate  that  early  in  his  career  he  believed  the  story  of  a 
young  woman  patient  who  insisted  her  father  was  forc- 
ing her  into  sexual  relations  with  one  of  his  friends, 
largely  because  the  father  was  having  an  affair  with  the 
friend’s  wife.  Freud  even  wrote  an  article  about  it.  But 
he  later  recanted  as  other  cases  arose,  unable  to  believe 
that  seemingly  respectable  men  “were  such  mon- 
sters.” 

Unfortunately,  physicians  today,  already  familiar 
with  the  battered  child  syndrome,  know  all  too  well  that 
men  as  well  as  women  are  capable  of  monstrous  acts 
towards  their  own  children  as  well  as  towards  the  chil- 
dren of  others.  And  when  efforts  are  made  to  prosecute 
abusers,  it  is  usually  the  physicians  who  must  provide 
evidence. 


doing  this  has  proved  to  be  a puppet  show.  Several  of 
our  Auxiliary  members  from  Huntsville  have  worked 
with  SCAN  in  putting  on  this  show  for  young  children, 
and  our  Montgomery  chapter,  which  already  had  a 
puppet  show  and  permission  to  use  it  in  the  schools,  is 
now  adding  some  puppets  to  portray  child  abuse  and 
how  to  talk  about  it.  Birmingham’s  auxiliary  is  also 
acquiring  its  own  set  of  puppets  which  is  much  like  the 
SCAN  show. 

Other  Auxiliary  actions  in  this  cause  have  included 
publicizing  the  September  ETV  series  on  child  sexual 
abuse,  and,  in  some  counties,  helping  to  buy  anatomi- 
cally correct  dolls  to  help  social  workers  in  police 
departments  assist  children  in  telling  what  was  done  to 
them. 

On  February  21-22,  1985  the  Madison  County 
Medical  Auxiliary,  in  cooperation  with  the  Children’s 
Advocacy  Center  and  UAH,  will  co-sponsor  the  first 
Southeast  Symposium  on  Child  Sexual  Abuse.  The 
School  of  Primary  Care  at  UAH  will  offer  CME  credit 
for  a course  on  how  to  do  physical  examinations  in 
suspected  cases  of  child  abuse  so  that  the  district  attor- 
ney’s office  will  be  able  to  prosecute. 

Madison  Countians  heard  in  September  from  Hunts- 
ville’s dynamic  young  D.  A. , who  is  determined  to  fight 
child  sexual  abuse,  and  they  have  been  selling  reams  of 
giftwrap  to  raise  funds  for  the  Symposium.  Nationally 
known  speakers  will  highlight  this  worthwhile  effort. 

Like  their  fellow  citizens.  Auxiliary  members  hold 
child  abuse,  including  sexual  abuse,  in  horror,  and  will 
do  whatever  they  can  to  stop  it. 


Auxiliary  Action 

Prevention  of  Child  Abuse  has  become  one  of  the 
chief  objectives  of  your  Auxiliary  at  local,  state  and 
national  levels.  Last  year  Alabama  auxiliary  members 
placed  posters  in  accountants’  offices  to  remind  people 
of  a check-off  opportunity  on  the  state  tax  forms  to 
support  child  abuse  prevention,  and  many  auxilians 
became  involved  with  other  community  organizations, 
including  Parents  Anonymous  and  SCAN  (Stop  Child 
Abuse  Now). 

One  of  the  problems  in  preventing  child  abuse  is  to 
overcome  the  fear  and  reluctance  of  the  victim  to  tell 
anyone  about  it.  One  of  the  more  effective  means  of 

* Boswell,  J.  “Expositio  and  Oblatio:  the  Abandonment  of  Children  and  the 
Ancient  and  Medieval  Family,”  American  Historical  Review  v.  89,  Feb.  1984. 
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There  are  many  insurance  companies  doing  business  in 
Alabama.  You  probably  recognize  them  by  their  ad  symbols. 

Physicians  symbolize  Mutual  Assurance. . . Like  Dr.  Jon 
Sanford  of  Fayette,  a member  of  our  Board  of  Directors. 

Mutual  Assurance . . . 

Created  hy  Alabama  physicians  — not 
insurance  executives. 

For  Alabama  physicians — with  your 
common  insurance  problems. 

Operated  by  Alabama  physicians — and 
we  know  who  offers  the  best  coverage  for 
Alabama  physicians . . . 

because  the  feeling  is  Mutual. 
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INTEGRITY  • DEPENDABILITY 


■ THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION. 
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TURN  OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
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ALL  MODELS  LUXURY  EQUIPPED 


Honda  Accord  4 dr. 

Cutlass/Regal 

Riviera 

Cadillac  Eldorado 
Lincoln  Town  Car  Sedan 
Cadillac  Sedan  D’ville 
BMW  318i 
Datsun  300ZX 
Audi  5000s 
Porsche  91  ISC  Cpe. 
Mercedes  190 
Mercedes  300  SD 
Mercedes  380  SL 


$232/nio. 

248/nio. 

378/nio. 

454/nio. 

387/mo. 

392/mo. 

343/mo. 

344/mo. 

391/mo. 

684/mo. 

479/mo. 

699/mo. 

834/mo. 
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For  Leasing  Information: 
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For  Information 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8‘/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery,  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 
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About  the  Cover 

We  have  taken  liberties  with  Albrecht  Diirer’s  famous  1498  wood- 
cut  of  the  “Four  Horsemen  of  the  Apocalypse,”  from  his  series  on 
the  end  of  the  world.  The  Diirer  mood  seemed  suited  to  the  impres- 
sive scholarship  of  Dr.  Pittman’s  article  on  Page  20,  wherein  the 
Dean  proves,  to  his  complete  satisfaction,  that  the  end  of  medicine  as 
we  know  it  will  occur  on  Friday,  the  13th  of  November,  1987.  His 
projections  are  every  bit  as  precise  as  those  of  an  earlier  scholar, 
Bishop  James  Ussher  of  Ireland,  who  proved  in  1650-54  that  Crea- 
tion occurred  in  exactly  4004  B.C. 

As  we  interpret  the  Dean’s  apocalyptic  vision,  on  Doomsday  it  will 
cost  exactly  as  much  to  educate  a physician  as  he  will  earn  in  his 
practice  lifetime.  In  other  words,  on  D-Day -I-  1 the  young  physician 
of  1 987  will  have  negative  scrap  value  — it  will  cost  more  to  haul  him 
off  than  he  is  worth  to  himself  or  to  society.  One  warning:  the  Dean’s 
tongue  is  in  cheek  only  part  of  the  time.  — Ed. 
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‘The  Year  of  the  Physician’ 


This  year,  Washington  insiders  have  been  saying  for 
months,  is  to  be  “The  Year  of  the  Physician.” 

After  the  revolutionary  encroachments  on  private 
practice  in  1984,  principally  that  embodied  in  the  Med- 
icare Participating  Physician  finesse,  it  will  take  some 
tall  doing  for  1985  to  eclipse  1984. 

Who  knows  what  delights  Washington  has  in  store 
for  physicians  this  year?  There  are  many  possibilities. 
Consider  this  one:  The  elevation  of  Senator  Robert 
Dole.  He  was  one  of  the  principal  architects  of  the 
Budget  Reduction  Act  of  1984  that  brought  you  the 
Participation  sleeper  virtually  without  forewarning.  He 
has  been  elected  to  the  powerful  office  of  Senate  Major- 
ity Leader.  That  might  be  one  straw  in  the  wind. 

Senator  Dole  is  a candidate  for  the  Republican  pres- 
idential nomination  in  1988  and  will  be  running  the 
Senate  with  a weather  eye  on  building  a national  con- 
stituency. It  is  known  that  Senator  Dole,  like  others 
who  want  to  be  President  Reagan’s  heir,  are  aware  that 
they  do  not  have  the  personal  charisma,  flair  or  magne- 
tism of  a Ronald  Reagan  and  must  build  their  base  the 
old-fashioned  way. 

Senator  Dole  has  already  demonstrated,  certainly  in 
the  Budget  Reduction  Act,  his  sensitivity  to  the  de- 
mands of  the  vast  army  of  America’s  aging  population, 
of  which  the  American  Association  of  Retired  People 


(AARP)  is  emblematic.  He  clearly  kowtowed  to 
AARP’s  priorities  and  pressures  in  the  Budget  Reduc- 
tion Act,  seemingly  secure  in  his  belief  he  could  offend 
the  nation’s  physicians  with  relative  impunity. 

It  may  have  been  Senator  Dole  that  Columbia  Uni- 
versity Health  Economist  Eli  Ginzberg,  Ph.D.,  was 
quoting  at  the  annual  clinical  congress  of  the  American 
College  of  Surgeons  last  fall.  That  “Senior  Senator,” 
not  otherwise  identified,  said  this,  according  to  Dr. 
Ginzberg:  ‘ ‘We  have  reached  a point  in  time  where  I no 
longer  have  to  worry  about  what  the  AMA  thinks  or 
doesn’t  think  on  a health  issue.” 

Dr.  Ginzberg  also  noted  the  time  warp  now  affecting 
events.  It  required  only  40  minutes,  he  noted,  for  the 
Senate  to  pass  the  DRG  system  of  prospective  pricing. 

In  fact,  the  AMA’s  Council  on  Long  Range  Planning 
& Development  has  commented,  rather  ruefully,  that 
major  health  legislation  that  would  have  required  years 
to  enact  can  now  be  rushed  through  in  90  days  or  less. 

Yet,  the  Council  said,  “It  has  become  increasingly 
apparent  that  the  future  of  the  profession,  of  organized 
medicine,  and  of  medical  care  in  this  nation  depends  on 
our  ability  to  anticipate  and  plan  for  changes  in  the 
medical  environment.” 

But  how  do  you  effectively  plan  for  changes  moving 
with  the  speed  of  light?  That  is  the  big  question.  The 


4 / Alabama  Medicine,  The  Journal  of  MASA 


warning  time  for  the  Participating  physician  section  of 
the  Budget  Reduction  Act,  which  contained  some  300 
elements,  was  virtually  zero,  with  this  section 
apparently  written  in  the  small  hours  of  the  morning  to 
be  moved  out  to  the  floor  immediately. 

In  case  you  have  forgotten.  Section  603  (a)(2)(B)  of 
the  Social  Security  Amendments  of  1983  required  the 
Secretary  of  Health  and  Human  Services  to  investigate 
and  advise  on  the  feasibility  of  prospective  pricing  of 
physicians’  services  to  hospital  inpatients.  That  report 
must  be  made  by  July  1 . 

If  the  haste  with  which  the  last  year’s  Budget  Reduc- 
tion Act  was  rammed  through  is  any  guide,  this  report 
could  be  followed  by  swift  committee  and  floor  action 
in  a Congress  overwhelmingly  concerned  with  the  gar- 
gantuan federal  deficit. 

The  acceleration  of  major  legislative  events  suggests 
the  proposed  HHS  legislation,  mandated  by  the  above 
directive  from  Congress,  could  sweep  through  both 
houses  before  American  physicians  have  a chance  to 
consider  all  the  ramifications. 

The  AMA  is  determined  to  fight  physician  DRGs  as 
unworkable,  another  raw  attempt  to  lock  the  American 
doctor  in  the  chains  of  federal  servitude.  But  will  orga- 
nized medicine  have  any  more  clout  to  oppose  the 
AARP  this  year  than  it  did  last  year? 

Certainly,  it  will  be  difficult  to  marshall  the  forces  of 
resistance  if  Majority  Leader  Dole  should  again  dem- 
onstrate his  fondness  for  swift  action,  thus  to  prevent 
the  lines  of  opposition  from  forming  effectively.  Sena- 
tor Dole  has  little  patience  with  protracted  debate  and 
may  be  expected  to  again  point  to  the  critical  urgency  of 
the  deficit  as  the  excuse  for  running  roughshod  over  the 
deliberative  processes  normally  expected  for  revolu- 
tionary changes.  And  the  AARP  does  not  want  a debate. 

One  thing  at  least  is  certain:  American  business  and 
industry  are  already  marching  on  Washington  to  protect 
their  tax  advantages,  which  seem  threatened  by  the 
mood  of  desperation  in  the  nation’s  capital.  It  may  be 
awfully  hard  to  be  heard  above  this  general  uproar 
when  summer  comes. 

It  behooves  all  physicians,  I think,  to  start  looking  as 
far  down  the  road  as  they  can  see;  there  won’t  be  much 
time  when  we  flash  through  whatever  intersections  are 
ahead  in  1985. 

Let  your  congressman  know  you  expect  him  to  pro- 
tect you  from  bolts  out  of  the  blue,  like  those  last  year. 

As  the  old  saying  has  it,  the  future  belongs  to  those 
who  prepare  for  it. 
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Send  Them  a Message 


To  our  amazement  and  consternation,  a conservative 
Administration,  which  has  asserted  it  would  be  the 
champion  of  the  free  enterprise  system,  has  condoned 
the  selective  regulation  of  the  medical  profession  in  the 
name  of  fiscal  restraint.  The  changes  the  Congress, 
with  Administration  support,  have  imposed  on  hospi- 
tals and  physicians  have  very  little  fiscal  impact.  Freez- 
ing physician  fees  yield  miniscule  savings  on  total 
health  care  expenditures. 

Now  they  are  seriously  considering  changing  physi- 
cian reimbursement  to  payment  on  a DRG  basis  or 
relative  value  fee  scale  — again,  the  change  will  do 
very  little  or  nothing  to  the  fiscal  commitment  by  gov- 
ernment to  reimburse  for  physician  services. 

The  important  consideration  is  that  any  reimburse- 
ment that  mandates  the  designated  payment  as  full 
payment  for  physician  services  is  purely  price-fixing. 
Price-fixing  completely  disregards  the  intensity  of  ser- 
vice or  the  time-honored  nuances  of  physician  services 
which  justify  variations  in  fees  that  are  charged. 

It  makes  little  difference  whether  the  fixed  price  is 


based  on  DRG  payment  or  a relative  value  fee  scale.  As 
was  pointed  out  by  the  Court  in  Massachusetts  the 
inability  of  the  physician  to  balance-bill  does  not  en- 
hance his  incentive  to  excell  or  reward  excellence. 

We  need  to  join  with  older  Americans  and  other 
groups  to  ensure  that  medical  care  is  not  rationed  to 
them.  We  must  communicate  our  concern,  as  the  pa- 
tient’s advocate,  that  they  receive  what  they  deserve  in 
the  way  of  quality  health  care.  In  the  process,  all  the 
physician  asks  is  that  he  be  compensated  fairly  for  his 
professional  services.  As  long  as  that  level  of  com- 
pensation by  government  or  third  prty  payors  is  not 
commensurate  with  the  intensity  of  service  or  level  of 
expertise  of  the  physician,  he  should  be  allowed  to  bill 
the  patient  for  the  difference  when  it  is  appropriate. 

To  the  end  that  we  must  ensure  that  Congress  will  do 
nothing  to  jeopardize  the  ability  of  physicians  to  prac- 
tice their  profession  in  a free  society,  without  bu- 
reaucratic restraints,  we  must  have  input  into  the  affairs 
of  Congress. 

Our  input  into  Congress  in  the  next  few  months  takes 
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See  following  page  for  brief  summary;  of  prescribing  information 


SORBITRATE 

(BOSOFBDE  DINITRATE) 

Please  consult  full  prescribing  information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbde  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris.  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
pfophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  of  hypotension, 

PRECAimONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectons  may  accompany  nitrate- induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antlanginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbde  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2 hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbde  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 
Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbde  dinitrate  acts  directly  on  vascular  smooth  muscle,  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  tn  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkabe  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  fed  a basal-control  led  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  tn  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
estabished 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobn  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin 
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dose  for  sublingual  SORBITRATE  is  2 5 to  5 mg;  for  chewabe  tablets.  5 mg,  for  oral  (swallowed) 
tablets.  5 to  20  mg,  and  for  controlled-release  forms.  40  mg 
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In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 
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have  not  been  reported 
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cor}trolled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
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on  extreme  importance  for  the  future  of  our  profession. 
Fortunately,  in  Alabama  our  congressional  delegation 
has  been  very  supportive  of  the  interests  of  Alabama 
physicians.  Our  congressional  delegation  returns  intact 
to  Washington  with  an  addition  from  South  Alabama, 
who  is  also  a friend. 

It  is  certain  that  we  will  ask  them  to  listen  to  our  point 
of  view. 

The  MASA  Washington  meeting  with  our  congres- 
sional delegation  this  year  will  afford  a meaningful 
opportunity  for  personal  interaction  with  these  impor- 
tant people.  I wish  to  urge  your  support  of  this  event. 

It  is  a delightful,  informal  day  of  discussion  with  our 
respective  representatives,  followed  by  a:Social  gather- 
ing expressing  our  appreciation  for  the  support  of  the 
work  done  by  these  men  in  behalf  of  Alabama  and  the 
Nation. 

Make  your  plans  to  be  with  us  in  Washington. 
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Trauma  Care  — 

A Race  Against  Time 


John  Emory  Campbell,  M.D.* 
Patricia  McMahan,  M.A.t 


6 6 Ohock  . . . think  of  it  as  a pause  in  the  act  of 
O dying.  What  we’ve  discovered  is  that  if  you 
stay  in  shock  for  very  long,  you’re  dead.” 

R.  Adams  Cowley,  M.D. , the  dynamic  surgeon  who 
began  the  famed  Shock-Trauma  Unit  at  the  Maryland 
Institute  for  Emergency  Medical  Services  in  Baltimore, 
explained: 

“You  think  people  die  from  accidents  or  heart 
attacks,  but  they  really  don’t.  Not  directly.  Those 
things  produce  shock,  which  is  sluggish  or  nonexistent 
circulation,  and  that’s  what  kills  you.  Maybe  you’ll  die 
in  10  minutes  of  maybe  you’ll  die  next  week,  but  you’re 
dead.  So  if  you’re  in  shock  we  have  to  work  fast. 
You’ve  got,  at  most,  60  minutes.  If  I can  get  to  you,  and 
stop  your  bleeding,  and  restore  your  blood  pressure, 
within  an  hour  of  your  accident . . . then  I can  probably 
save  you.  I call  this  the  golden  hour.” 

Trauma  is  the  leading  cause  of  death  among  Amer- 
icans between  the  ages  of  one  and  thirty-eight. 
Accidental  and  intentional  injuries  account  for  more 
deaths  in  the  U.S.  than  cancer  and  heart  disease. 

Studies  of  trauma  incidence  and  patient  distribution 
have  shown  that  85%  of  trauma  patients  can  be  man- 


*  Director,  Emergency  Physicians,  East  Alabama  Medical  Center,  Opelika,  Ala- 
bama; past  president,  Alabama  Chapter  of  American  College  of  Emergency  Physi- 
cians; author,  Basic  Trauma  Life  Support,  Brady  Publisher;  family  practice,  5 years; 
emergency  practice,  8 years.  P.O.  Box  2128,  Opelika,  Alabama  36801. 

t Executive  Director,  Southeast  Alabama  Emergency  Medical  Services  Council, 
Inc.,  836  Washington  Avenue,  Montgomery,  Alabama  36104. 


aged  at  the  local  level  with  10%  needing  further  care  in 
standard  and  intensive  care  settings  and  5%  needing 
special  advanced  care  only  available  in  organized 
trauma  centers.  The  highest  death  rate  from  accidents  is 
from  those  occurring  in  the  rural  setting. 

Existing  Trauma  Care 

Emergency  physicians  receiving  trauma  patients 
from  rural  counties  at  a regional  trauma  center  have 
seen  the  consequences  of  poor  local  management  of 
trauma  victims  as  well  as  excellent  patient  stabiliza- 
tion. Sometimes  they  see  examples  of  both  from  the 
same  hospital  as  in  the  following  two  cases: 

• The  first  trauma  case  involved  a young  male  who 
was  in  an  automobile  accident.  He  had  a closed  head 
injury,  multiple  broken  bones  (arm,  leg,  pelvis,  jaw) 
and  a ruptured  spleen.  He  was  unconscious  and  had  no 
blood  pressure  when  we  arrived  at  the  rural  hospital’s 
emergency  room.  The  local  physician  started  two  large 
bore  IV  lines  and  began  aggressive  fluid  replacement 
with  Ringer’s  Lactate  followed  by  whole  blood. 

The  regional  trauma  center  was  contacted  and  the 
local  physician  spoke  directly  to  the  surgeon  on  call. 
The  two  physicians  agreed  on  the  treatment  prior  to 
transfer  and  immediately  began  arrangements  for  trans- 
fer. Because  the  patient  was  critical  and  there  were  no 
local  paramedics  available,  the  local  physician  rode  in 
the  ambulance  with  the  victim. 
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EMS  Resources  Available 


Even  though  over  9000  ccs  of  fluid  and  blood  were 
required  before  any  blood  pressure  was  obtained,  the 
victim  survived  the  surgery  and  eventually  recovered 
completely.  His  recovery  can  be  directly  attributed  to 
the  rapid  aggressive  treatment  begun  at  the  local  level. 

• The  second  trauma  case  was  a transfer  from  the 
same  rural  hospital,  but  occurred  on  a weekend.  The 
emergency  department  was  covered  by  a “moonlight- 
ing” resident  physician.  The  victim  was  a young  male 
with  a shotgun  wound  to  the  abdomen.  The  patient  was 
admitted  to  the  regional  trauma  center  in  deep  shock 
three  hours  after  arriving  at  the  local  hospital. 

During  the  time  the  patient  was  at  the  local  hospital, 
instead  of  receiving  the  large  volume  of  fluids  he 
needed,  he  was  given  only  a liter  of  fluid  with  a con- 
tinuous dopamine  drip.  The  ambulance  personnel  who 
transported  him  had  medical  anti-shock  (M.A.S.T.) 
trousers  available,  but  the  EMTs  were  instructed  not  to 
apply  them  because  the  physician  on  duty  was  unfamil- 
iar with  their  use. 

When  delivered  to  the  trauma  center,  in  spite  of 
heroic  surgical  efforts  to  save  him,  he  died  of  irreversi- 
ble shock. 

The  handling  of  trauma  patients  at  the  local  hospital 
must  be  consistent  and  speedy  for  an  impact  to  be  made 
on  the  heavy  mortality  caused  by  trauma.  Organizing 
the  local  approach  to  trauma  care  is  the  challenge  of  the 
rural  physician. 

Because  major  multiple  system  trauma  is  a surgical 
disease,  the  weak  link  in  trauma  care  has  been  the  time 
involved  in  getting  the  trauma  victim  from  the  scene  of 
his  injury  to  the  correct  operating  room  and  the  correct 
team  of  surgeons  to  treat  him.  Proper  trauma  protocol 
includes  prehospital  triage  and  transport,  local  eval- 
uation and  initiation  of  life  saving  procedures  and  con- 
sultation with  and  transfer  to  the  appropriate  treatment 
center. 

Experience  shows  that,  if  all  this  can  be  accom- 
plished within  the  first  hour  (Dr.  Cowley’s  “Golden 
Hour”),  the  mortality  rate  will  be  lowest  (about  15%). 
The  mortality  rate  doubles  for  every  hour  lost  in  obtain- 
ing that  definitive  surgical  care. 


The  local  physician  now  has  more  resources  avail- 
able than  were  present  prior  to  the  Vietnam  war.  In  the 
early  70s  the  expertise  in  trauma  care  which  had  been 
developed  during  the  Southeast  Asian  conflict  began  to 
surface  in  improved  trauma  care  in  the  United  States. 

During  the  past  10  years  the  great  emphasis  on  the 
training  of  emergency  medical  technicians  and  the 
organization  of  prehospital  care  has  resulted  in  most 
metropolitan  areas  having  the  capability  of  providing 
sophisticated  advanced  life  support  (intravenous  fluids 
and  drugs,  cardiac  monitoring  and  defibrillation,  en- 
dotracheal intubation)  in  the  pre-hospital  phase. 

While  such  procedures  can  only  be  performed  under 
the  direct  voice  command  of  a physician,  the  com- 
munications systems  now  available  insure  that  para- 
medics in  many  communities  in  Alabama  are  able  to 
immediately  access  any  emergency  physician  in  a re- 
gional resource  hospital  on  a moment’s  notice  24  hours 
a day. 

Before  the  improvements  in  the  delivery  of  emergen- 
cy medical  services  were  made,  there  was  no  en- 
couragement for  smaller  communities  to  train  EMTs  to 
the  paramedic  level  because  physicians  were  not  readi- 
ly available  and  on  duty  24  hours  a day  to  provide 
immediate  orders  to  EMTs  on  the  scene.  Now,  by 
resource  hospitals  working  in  cooperation  with  local 
physicians,  advanced  procedures  and  decisions  can  be 
initiated  before  the  victim  arrives  at  the  local  hospital. 

Development  of  the  System 

Unfortunately,  not  all  rural  communities  now  benefit 
from  such  improvements  in  emergency  care.  A few  are 
still  without  paramedics  and  a few  still  do  not  have 
advanced  communications  capabilities.  Consistently, 
in  counties  with  struggling  local  EMS  systems,  it  has 
been  the  commitment  of  local  physicians  which  has 
brought  the  needed  changes. 

If  your  community  is  still  lagging  behind  in  this 
revolution  in  emergency  medicine,  you  can  contact 
your  regional  Emergency  Medical  Services  Council  for 
assistance  in  meeting  your  goals.  The  EMS  systems 
were  begun  nationally  with  the  passage  of  the  EMS 
Systems  Act  in  1973,  which  set  up  300  EMS  regions 
across  the  country  and  provided  developmental  grants. 
Alabama  now  has,  overall,  one  of  the  nation’s  finest 
EMS  systems  as  the  result  of  the  $7.5  million  it  re- 
ceived through  this  six-year  grant  program. 

EMS  Legislation 

With  the  end  of  the  large  federal  grant  program, 
however,  many  local  EMS  systems  were  trapped  in 
their  infancy  and  other,  more  developed  local  programs 
w'ere  left  without  the  financial  resources  to  purchase 
needed  equipment  and  upgrade  outdated  equipment. 
Local  physicians  can  address  this  need  by  supporting 
the  passage  of  a cigarette  tax  measure  which  will  be 
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introduced  during  the  1985  regular  legislative  session. 

The  federal  government  is  lifting  an  80  tax  from  the 
sale  of  cigarettes  beginning  October  1985.  It  is  the 
option  of  each  state  whether  any  or  all  of  these  funds 
will  be  reallocated.  The  state  EMS  system  is  asking  for 
10  of  that  80  to  be  divided  among  the  six  regional  EMS 
agencies  for  the  purchase  of  equipment  for  emergency 
medical  life  support,  emergency  medical  communica- 
tions, rescue  extrication  and  emergency  medical  trans- 
portation, including  ambulances  and  emergency 
medical  rescue  trucks. 

The  cigarette  tax  legislation  provides  that  the  monies 
be  divided  among  the  six  EMS  agencies  on  a per  capita 
and  geographic  basis.  The  regions  will  further  subdi- 
vide all  the  funds  among  the  counties  using  the  same 
formula.  Local  providers  of  EMS  services  will  have  to 
comply  with  applicable  State  EMS  Rules  and  regional 
EMS  policies  to  receive  the  funds.  Seventy-five  per- 
cent of  the  funds  will  come  from  the  cigarette  tax  and 
25%  will  be  matched  locally. 

The  $3  million  which  this  tax  would  generate  annual- 
ly would  certainly  help  upgrade  EMS  services  in  all 
areas  and  would  offer  much  hope  to  rural  communities 
which  have  been  prevented  by  financial  constraints 
from  improving  the  quality  of  emergency  medical  care 
available  to  their  citizens. 

Advanced  Life  Support 

With  the  knowledge  gained  concerning  trauma  care 
during  the  last  decade,  it  became  clear  to  surgeons  that 
an  organized  approach  to  evaluating  and  stabilizing  the 
victim  of  trauma  wasted  the  least  time  in  providing 
definitive  care  with  the  best  chance  of  survival.  Recog- 
nizing that  traditional  medical  education  had,  in  the 
past,  not  prepared  physicians  for  rapid  trauma  care,  the 
American  College  of  Surgeons  developed  a two-day 
course  for  physicians  to  fill  this  need. 


Dr.  Willis  Israel  (second  from  left),  a family  practitioner  from 
Wedowee,  demonstrates  intubation  at  an  Advanced  Trauma  Life 
Support  course  as  other  participants  look  on. 


The  Advanced  Trauma  Life  Support  (ATLS)  course 
was  specifically  designed  for  the  rural  physician  who 


must  occasionally  stabilize  and  transfer  trauma  victims 
but  who  does  not  see  major  trauma  often  enough  to 
develop  expertise  in  this  type  of  care.  Under  the  lead- 
ership of  Dr.  Doyle  Haynes,  chairman  of  the  Alabama 
ACS  Committee  on  Trauma,  the  first  ATLS  course 
taught  in  the  Southeast  was  conducted  at  East  Alabama 
Medical  Center,  Opelika,  in  1980.  Since  then  Alabama 
has  been  one  of  the  nation’s  leaders  in  teaching  trauma 
care  to  physicians. 

The  course  has  been  very  popular  among  career 
emergency  physicians,  surgeons  and  resident  physi- 
cians, but  very  few  rural  physicians,  the  ones  for  whom 
the  course  was  developed,  have  yet  taken  the  ATLS 
course.  The  fact  that  so  few  have  taken  the  course  is 
often  reflected  in  the  condition  of  the  victims  who 
arrive  in  transfer  to  regional  trauma  centers. 

Basic  Trauma  Life  Support 

Recognizing  that  EMT  education  has  also  not  fully 
prepared  paramedics  for  rapid  trauma  evaluation,  the 
Basic  Trauma  Life  Support  course  was  written  by  Dr. 
John  Campbell  under  the  sponsorship  of  the  Alabama 
Chapter  of  the  American  College  of  Emergency  Physi- 
cians and  the  Southeast  Alabama  Emergency  Medical 
Services  Council. 

The  BTLS  course  is  an  intensive  two  day  course  for 
advanced  EMTs,  nurses  and  paramedics.  The  first 
course  was  taught  at  East  Alabama  Medical  Center, 
Opelika,  in  1982.  The  course  has  become  very  popular 
and  is  being  taught  nationally.  To  date,  over  400  Ala- 
bama nurses  and  paramedics  have  taken  BTLS. 

Physicians  who  have  seen  the  performance  of  EMTs 
and  nurses  who  have  taken  BTLS  are  convinced  of  its 
effectiveness.  Dr.  Lee  Eaddy,  a Montgomery  surgeon 
who  has  assisted  in  teaching  the  course,  comments: 

“The  BTLS  course  is  excellent.  It  gives  the 
emergency  physician  a gauge  by  which  to  measure  the 
performance  of  those  EMTs  under  his  direction.  And 
since  RNs  are  able  to  take  the  course,  it  gives  them  a 
better  perspective  when  they  receive  patients  on  how 
things  are  handled  in  the  field.’’ 

It  is  disturbing  that  paramedics  and  nurses  are  on 
waiting  lists  to  take  the  BTLS  course  while  many  fami- 
ly practitioners  refuse  to  take  an  ATLS  course. 

Rural  Leadership  a Must 

Alabama  has  certainly  taken  a leadership  role  in 
improving  trauma  care  in  the  United  States,  but  there 
are  still  many  rural  communities  in  Alabama  where  you 
have  little  chance  of  survival  if  you  are  involved  in  a 
major  automobile  accident. 

If  you  are  a primary  care  physician  in  a rural  area, 
there  are  certain  things  you  should  do  to  insure  the  best 
trauma  care  is  available  in  your  community: 

• Call  your  regional  EMS  agency  and  arrange  to  take 
the  Advanced  Trauma  Life  Support  course.  Call  the 

continued  on  page  37 
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Amyotrophic  Lateral  Sclerosis 

With  Dementia 

Stephen  G.  Lauten,  M.D.* 

D.  Kent  Welsh,  Ph.D.t 
Curtis  M.  Graf,  M.D^ 


Amyotrophic  lateral  sclerosis  (ALS)  is  a relatively 
^ uncommon  neurological  disease  associated  with 
progressive  deterioration  of  motor  neurons  within  the 
spinal  cord,  brainstem  and  cerebral  cortex. 

Patients  often  complain  about  weakness,  usually 
generalized  but  occasionally  localized  to  the  legs,  arms 
and  muscles  within  the  oropharynx.  Dementia  is  not 
part  of  the  syndrome  except  in  certain  areas  of  Guam 
and  Japan.  The  patient  described  herein  is  a lifelong 
resident  of  Alabama  and  has  never  traveled  outside  of 
the  United  States.  She  had  no  relatives  from  Guam  or 
Japan  and  no  family  history  of  ALS. 

Case  History 

A 63  year  old  white  female  presented  with  weakness 
associated  with  diminished  phonation  and  difficulty 
swallowing  for  the  preceding  10  months  accompanied 
by  a 10  pound  weight  loss  and  emotional  lability.  Her 
husband  had  noted  progressive  confusion  and  memory 
loss  over  the  same  period  of  time. 

• Stephen  G Lauten.  M D..  266  So.  McGregor  Ave,,  Mobile.  Alabama  36608. 
Internal  Medicine  (Generalist).  Volunteer  Faculty  University  of  South  Alabama 
School  of  Medicine.  Clinical  Assistant  Professor.  Department  of  Medicine. 

+ D.  Kent  Welsh.  Ph  D . Adjunct  assistant  professor.  University  of  South  Alabama 
Department  of  Psychology.  266  So  McGregor  Ave  . Mobile.  AL  36608. 

I Curtis  M Graf.  M.D..  Clinical  Assistant  Professor.  Department  of  Neurology. 
University  of  South  Alabama  School  of  Medicine.  3632  Dauphin  St  . Mobile.  AL 
.36608. 

RECEIVED  FOR  PUBLICATION  SEPTE.MBER  27.  1984 


Pertinent  physical  findings  included  a positive 
Babinski  on  the  right,  generalized  decreased  muscle 
strength,  dysphonia,  sporadic  fasciculations,  and  hyper- 
active reflexes.  An  EMG  of  one  upper  and  both  lower 
extremities  demonstrated  marked  fibrillations  with 
fasiculations  consistent  with  ALS.  NCV  studies  were 
normal  and  a 24-hour  urine  for  heavy  metals  was  nega- 
tive. A CBC,  thyroid  profile,  SMA  20,  sedimentation 
rate,  G1  contrast  studies,  EEG  and  a CT  brain  scan  were 
within  normal  limits. 

Psychometric  testing  revealed  a verbal  l.Q.  of  65,  a 
performance  l.Q.  of  62  and  a full  scale  l.Q.  of  62  on  the 
WAIS-R.  These  scores  fall  in  the  range  of  mild  mental 
retardation.  The  formula  derived  by  Wilson,  et  al. 
(1978)  would  predict  a premorbid  I.t^.  of  93,  which  is 
in  the  average  range  of  intellectual  functioning. 

The  patient’s  highest  scaled  score  on  the  WAIS-R 
was  on  a task  requiring  recall  of  general  information. 
Her  scores  on  four  of  the  Performance  subtests  were  at 
the  minimal  level. 

On  the  Wechsler  Memory  Scale  (Form  1)  she 
achieved  a memory  quotient  of  76.  Her  strongest  per- 
formance was  on  a task  of  assessing  long  term  memory. 
However,  her  ability  to  learn  new  concepts  was  very 
limited  as  was  her  ability  to  mentally  manipulate  over- 
learned  material.  The  patient’s  score  on  the  Dementia 
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Scale  (Blessed,  et  al.,  1968)  was  1 1.5,  consistent  with 
moderate  pre-senile  dementia. 

Discussion 

The  overall  symptoms  of  ALS  are  often  protean. 
Dysarthria  and  dysphagia  may  indicate  cranial  nerve 
involvement  and  pseudobulbar  emotional  lability  is 
common.  The  disease  generally  occurs  between  the 
ages  of  40  and  70  with  a 2 : 1 male  to  female  ratio.  Death 
usually  occurs  within  2-6  years  after  symptoms  de- 
velop. 

In  Guam,  (among  the  Chamarro  sect)  and  in  Japan, 
dementia  may  accompany  typical  ALS.  One  case  of 
ALS  (with  dementia)  has  been  found  simultaneously 
with  pathological  findings  of  the  Creutzfeldt-Jakob 
syndrome  and  there  are  also  a few  reports  of  Alzhei- 
mer’s disease  occurring  along  with  ALS  from  Scandi- 
navia and  Russia. 

In  the  Guamanian  and  Japanese  ALS-dementia  syn- 
drome, the  neuropathological  findings  were  mild  de- 
spite severe  dementia.  These  findings  were  mainly 
associated  with  non-specific  degenerative  changes 
without  features  of  Alzheimer’s  disease.  Guamanian 
disease  is  hereditary  while  no  Japanese  cases  have  been 
identified  as  such. 

Our  patient  had  no  relatives  from  the  Far  East  and  no 
prior  medical  illnesses.  She  has  developed  progressive 
dementia  and  progressive  weakness. 

Conclusion 

Amyotrophic  lateral  sclerosis  is  a relentlessly  pro- 
gressive neurological  disorder  resulting  in  death. 

Patients  from  Guam  and  Japan  have  an  ALS- 
dementia  complex  peculiar  to  other  parts  of  the  world. 
In  Guam,  the  disease  may  be  hereditary. 

To  our  knowledge,  documented  dementia  with  ALS 
has  not  been  reported  here  in  the  United  States.  We 
report  a patient  with  typical  amyotrophic  lateral  scle- 
rosis with  progressive  dementia.  Although  concom- 
itant Alzeimer’s  disease  cannot  be  dismissed  as  a possi- 
bility, it  is  interesting  that  the  dementia  and  the  ALS 
occurred  during  the  same  month  and  clinically  have 
progressed  together. 
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AFFORDABLE  TERM  LIFE  INSURANCE  — 
FROM  COOK  & ASSOCIATES 

Compare  these  low  non-smoker  annual  rates  for  non- 
decreasing graded  premium  life: 


MALE  AGES 

$250,000 

$500,000 

$1,000,000 

25 

230.00 

415.00 

615.00 

30 
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420.00 

615.00 

35 

235.00 

425.00 
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40 
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805.00 
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377.50 

695.00 

1,035.00 
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495.00 
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1,375.00 
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1,385.00 

2,065.00 

60 

1,235.00 

2,305.00 

3,445.00 

65 

2,160.00 

3,990.00 

5,975.00 

(smoker’s  rates  slightly  higher) 


Renewable  to  age  100.  Female  rates  same  as  males  four 
years  younger.  All  coverage  provided  by  companies  rated 
"A  Excellent"  by  A.M.  Best  Co. 

For  a written  quotation  and  policy  description  send 
your  date  of  birth  and  amount  of  coverage  desired  to: 

COOK  & ASSOCIATES 

2970  COTTAGE  HILL  ROAD  • SUITE  201 
MOBILE,  ALABAMA  36606 

(205)  476-1737 
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HOW  A STUDENT 
WHO  COULDN’T  LEARN 
TAUGHT  EVERYONE 
AN  IMPORTANT  LESSON. 


1 


Everyone  thought  Matthew  Francisco 
was  failing  school. 

But  was  he  really? 

You  see,  Matthew  has  a learning 
disability.  And  no  matter  what  his  par- 
ents and  teachers  did,  his  problem  only 
seemed  to  worsen.  (Matthew  even  started 
running  away  from  home  to  avoid  school.) 

Finally  Matthew’s  mother,  Barbara, 
did  some  homework  of  her  own  and  got 
in  touch  with  the  Minnesota  Association 
for  Children  and  Adults  with  Learning 
Disabilities,  a United  Way  supported 
agency. 

The  Association  helped  Barbara  deal 
with  Matthew  at  home  and  his  teachers 
deal  with  him  at  school. 

Before  long  Matthew  was  solving  prob- 
lems in  school  instead  of  just  being  one. 


And  through  her  involvement  with  The 
Association,  Barbara  now  schools  other 
parents  with  learning  disabled  children. 

This  is  just  one  of  thousands  of  similar 
stories  from  all  over  the  country. 

And,  as  the  Franciscos  can  attest. 
United  Way  does  a lot  in  your 
community. 

Everything  from  day  care  to  foster  care 
to  care  for  the  elderly. 

And  what  makes  it  all  work  are 
generous  contributions  from  people  like 
yourself. 

People  who  realize  that 
without  their  help.  United 
Way  simply  cannot  exist. 

Matthew,  his  parents  and 
his  teachers  thank  you. 

So  do  we. 


United  W^y 


THANKS  TO  YOU  IT  WORKS 
FOR  ALL  OF  US 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modem  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l,  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Une  1-800-272-6481 


DOOMSDAY:  Friday  the  13th  of 

November,  1987 

or 

Out  of  Gas,  the  End  of  the  World 

Is  Coming 


By  James  A.  Pittman,  Jr.,  M.D.,  Dean 
University  of  Alabama  School  of  Medicine 


Prologue:  Predictions  of  Doom 

Famine  1975!  Is  the  title  of  a book  published  in  1967.  The  dust  jacket  proclaims,  “By  1975  a disaster  of 
unprecedented  magnitude  will  face  the  world.  Famines,  greater  than  any  in  history,  will  ravage  the  undeveloped 
nations.  A swelling  population  is  blotting  up  the  earth’ s food.  United  States  surpluses  are  virtually  exhausted.  Birth 
control  programs  are  failing.  Our  technology  will  be  unable  to  increase  food  production  in  time  to  avert  the  death  of 
tens  of  millions  of people  by  starvation . This  is  the  greatest  problem  facing  mankind.  ’ ’ The  chapter  headings  indicate 
the  inevitability  of  this  and,  therefore,  the  precision  of  the  prediction:  Chapter  1 — The  Population-Food  Collision 
Is  Inevitable:  It  Is  Foredoomed;  Chapter  2 — Today  Hungry  Nations,  Tomorrow  Starving  Nations;  Chapter  3 — 
“Something”  Will  Turn  Up  to  Avert  Famine  — Or  Will  It?;  etc.  all  within  Part  I of  the  book,  captioned 
‘ ‘Inevitability  of  Famine  in  Hungry  Nations.’  ’ The  book  is  by  William  and  Paul  Paddock,  the  latter  a U.S.  Foreign 
Service  officer  with  several  decades’  experience  all  over  the  world,  and  the  former  ‘ ‘an  experienced  agronomist . . . 
(formerly  Director  of  the  Iowa  State  College  — Guatemala  Tropical  Research  Center.”  Surely  a prominent 
professor  and  his  worldwide  political  brother  could  not  be  wrong.  The  Annals  of  Internal  Medicine  printed  an 
editorial  by  a prominent  and  respected  nutritionist  lamenting  the  oncoming  tragedy  and  its  inevitability. 

In  1971  a book  was  published  which  had  even  wider  impact.  The  Limits  of  Growth,  authored  by  a group  of 
scientists  at  the  Massachusetts  Institute  of  Technology,  and  sponsored  by  the  prestigious  Club  of  Rome,  100  leading 
citizens  of  Europe  (such  as  those  running  Fiat,  Olivetti,  etc.)  with  some  from  the  U.S.  and  Japan,  dedicated  to  the 
“problematique  mondiale.”  Within  this  universal  (or  at  least  worldwide)  setting,  the  sponsors  selected  a more 
limited  area  of  work,  titled  “Project  on  the  Predicament  of  Mankind,”  a title  sufficiently  grandiose  to  satisfy  even 
medical  school  deans.  The  emphasis  of  the  book  was  on  the  finiteness  of  natural  resources,  such  as  petroleum,  and 
how  we  would  soon  run  out  ( the  definition  of  ‘ ‘soon”  being  left  a bit  vague).  Sure  enough,  the  Arab-Israeli  War  of 
1973  occurred,  the  U.S.  and  Western  Europe  were  swatted  with  ‘ ‘the  oil  weapon,  ’ ’ and  long  lines  of  angry  motorists 
formed  at  the  gas  stations.  There  was  a rash  of papers  and  books  about  how  we  would  soon  run  out  of  not  only  oil,  but 
also  other  forms  of  energy,  such  as  electricity,  and  scholarly  studies  were  printed  on  how  we  must  change  to  cope 
with  these  crises;  e.g.,  build  many  more  nuclear  power  plants. 


Received  for  publication:  July  1984.  Correspondence:  James  A.  Pittman,  Jr.,  M.D.,  Dean,  School  of  Medicine,  University  of  Alabama  at  Birmingham,  University  Station, 
Birmingham,  AL  35294. 
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Accuracy  of  Predictions 

Now,  I am  not  quibbling  with  the  ultimate  correct- 
ness of  these  theses  — that  if  we  produce  far  too  many 
babies  for  the  food  supply,  somebody,  perhaps  a lot  of 
people  or  even  most  people,  will  go  hungry  and  prob- 
ably starve;  or  that  the  earth’s  natural  resources  are 
limited  and  many  are  not  readily  renewable  on  human 
time  scales,  so  will  likely  be  used  up  by  humans.  The 
problem  is:  When  will  these  things  happen,  and  how? 

For  physicians  the  solution  to  these  questions  is 
given  in  Fig.  1 . In  this  figure  are  plotted,  versus  time  in 
calendar  years  from  1960  through  1990,  (a)  the  antici- 
pated lifetime  income  of  each  physician  in  the  U.S. 
from  the  practice  of  medicine,  and  (b)  the  Health  Care 
Provider  Saturation  Index.  Doomsday  turns  out  to  be 
Friday,  the  13th  day  of  November,  1987. 

The  anticipated  lifetime  income  is  given  in  millions 
of  dollars  of  pretax  but  after  expenses  figures  over  35 
years  of  practice,  assuming  physicians  who  enter 
medical  school  at  the  age  of  22  years,  complete  residen- 
cies around  30,  and  practice  through  age  65.  For  exam- 
ple, in  1983  the  average  physician  in  the  U.S.  earned 
about  $100,000,  which  aggregates  over  35  years  to 
$3.5  million  (cf.  upper  curve  in  Fig.  1).  This  annual 
figure  in  1960  was  somewhere  around  $25,000,  for  a 
lifetime  expectation  of  $875,000.  There  was  some  in- 
creased optimism  in  the  early  1960s,  but  the  real  up- 
swing (often  blamed  on  the  greedy  doctors  for  lobbying 
in  government  programs  then  ripping  them  off)  fol- 
lowed the  passage  of  legislation  authorizing  Medicare 
and  Medicaid,  which  were  of  course  fought  frantically 
by  the  AM  A,  not  because  of  the  money  but  because  of 
the  government  controls  which  would  surely  come  with 
the  money. 

As  the  late  1970s  came  along,  the  optimism  began  to 
plateau.  There  was  lots  of  talk  about  how  “health  care 
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Figure  1 . Plots  of  physician’s  anticipated  lifetime  income  (left 
scale  in  millions  of  dollars;  solid  line)  and  Health  Care  Providers 
Saturation  Index  or  HECAPSI  (right  scale,  dashed  line).  The  latter 
is  the  ratio  of  health  care  providers  to  general  population  and  is 
plotted  on  an  aphronometric  scale  to  facilitate  comparison  with 
anticipated  income.  The  lines  cross  on  Friday  the  thirteenth  of 
November,  1987. 

expenditures”  must  be  controlled,  and  a Republican 
president,  Gerald  Ford,  signed  into  law  P.L.  93-641, 
the  Health  Care  Planning  law.  But  the  real  sinking 
feeling  began  in  1982  and  1983  with  the  passage  of 
TEFRA  (Tax  Equalization  and  Financial  Responsibil- 
ity Act)  and  the  DRGs  (Diagnosis  Related  Groups)  for 
Medicare  payments.  That  sinking  feeling  increased 
with  the  Jacobs-Moore-Waxman  bill  of  1984,  which 
moves  the  date  for  possible  inclusion  of  physician  pay- 
ments in  the  DRG  system  up  from  3 1 December  1 985  to 
1 July  of  that  year. 

The  upper  curve,  the  one  indicating  level  of  exuber- 
ance of  physicians’  financial  anticipations,  crosses  the 
lower  curve  precisely  on  Friday  the  thirteenth  of 
November,  1987.  At  that  point  the  anticipated  lifetime 
earnings  of  an  individual  physician  from  the  practice  of 
medicine  (as  now  defined),  averaged  for  all  physicians 
entering  the  M.D.  market  in  the  U.S.,  falls  below  the 
anticipated  income  for  the  average  high  school  teacher. 
However,  it  does  not  level  off  at  that  point.  It  may  even 
go  below  zero.  This  is  because  physicians  as  a group 
are  trained  to  “practice  good  medicine,”  and  as  a 
group  they  really  want  to  do  this.  As  government  and 
other  constraints  become  more  and  more  severe,  physi- 
cians may  be  called  upon  to  donate  more  of  their  .ser- 
vices and  perhaps  of  other  resources  they  can  obtain  as 
well  in  order  to  “practice  good  medicine.”  They  may 
then  be  forced  to  resort  to  other  means  of  livelihood  to 
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support  themselves,  practicing  medicine  as  an  avoca- 
tion. Tinsley  R.  Harrison’s  grandfather,  John  T.  Harri- 
son, who  practiced  near  Eastaboga,  Alabama,  shortly 
after  the  Civil  War,  practiced  medicine  because  he 
loved  it  and  because  he  came  from  a long  line  of 
physicians;  but  he  had  to  farm  to  make  a living.  The 
curve  may  also  be  forced  below  zero  by  the  doctor  glut, 
which  may  force  some  numbers  of  M.D.s  entirely  out 
of  the  practice  of  medicine.  Obviously,  if  their  lifetime 
incomes  from  the  practice  of  medicine  (near  zero)  are 
adjusted  for  the  “opportunity  costs’’  incurred  by  the 
expenses  of  medical  school  and  premedical  education, 
a practice  common  in  such  calculations,  their  contribu- 
tion to  the  average  would  also  be  less  than  zero.  Thus, 
viewed  from  a lifetime  perspective,  one  might  lose 
money  by  going  into  medicine.  He  or  she  would  have  to 
pay  to  practice  — a requirement  suggesting  a higher 
level  of  devotion  than  some  doctors  now  demonstrate. 

The  lower  curve  represents  the  Health  Care  Provid- 
ers’ Saturation  Index,  or  HECAPSI.  This  is  defined  as 
the  ratio  of  the  number  of  health  care  providers  to  the 
number  of  individual  persons  in  the  U.S.  population. 
The  points  indicated  by  the  small  “X’’s  on  the  graph 
were  calculated  from  actual  data  and  projections  pro- 
vided by  DHEW  (the  U.S.  Department  of  Health, 
Education,  and  Welfare,  forerunner  of  the  current 
DHHS).  These  are  for  the  8 categories  defined  as 
HCP’s  in  the  mid-1970s:  MODs,  VOPPs,  and  nurses, 
the  MODs  being  M.D.s,  osteopaths,  and  dentists;  the 
VOPPs  being  veterinarians,  optometrists,  podiatrists, 
and  pharmacists.  These  were: 


Year 

M.D.slU.S.  Population 

All  HCPs/U.S. 
Population  (DHEW  data) 

1960 

1/714  (0/14%) 

1/175  (0.57%) 

1970 

1/639  (0.16%) 

1/153  (0.65%) 

1980 

1/508  (0.20%) 

1/120  (0.83%) 

1990 

1/423  (0.24%) 

1/101  (0.99%) 

From  the  numbers  immediately  above  it  can  be  seen 
that  by  1990  about  one  percent  of  the  U.S.  population 
(1%)  will  be  a “health  care  provider’’  by  this  definition 
(last  “x’’  to  the  right).  And  those  predictions  were 
made  in  the  mid-1970s  and  are  probably  too  low.  In 
addition,  other  individuals  are  now  entering  the  defini- 
tion of  “health  care  provider.”  Psychologists  should 
certainly  be  included,  especially  in  Alabama,  where 
State  law  requires  that  any  health  insurance  policy 
covering  mental  health  services  must  permit  direct  pay- 
ments to  psychologists,  just  as  to  psychiatrists,  for 
mental  health  services.  Chiropractors  are  now  eligible 
for  federal  reimbursement  under  Medicare  for  ma- 
nipulation of  “subluxations”  of  the  spine,  and  they  are 
vigorously  lobbying  for  expansion  of  their  share  of  the 
medical  turf.  In  addition,  because  of  these  trends,  it 
seemed  reasonable  to  include  naturopaths,  naprapaths, 
herb  doctors,  iridologists,  faith  healers,  and  palmists. 
In  addition,  despite  the  serious  financial  problems  and 
constraints  of  the  moment.  Congress  and  the  political 


process  seem  unable  to  resist  pressures  to  increase 
coverage  for  “necessary  health  care  services  and 
goods.”  When  haircuts,  toothpaste,  food  and  food 
services,  sanitation,  sports,  and  recreation,  are  cov- 
ered, the  HECAPSI  reaches  1.0;  i.e.,  100%.  Practical- 
ly everybody  in  the  country  is  officially  a “health  care 
provider,”  and  the  number  of  “providers”  equals  the 
number  of  population.  The  fact  that  it  drifts  above  1 .0 
on  the  graph  (indicating  that  there  are  more  health  care 
providers  in  the  country  than  there  are  people)  is  pres- 
ently unexplained  but  may  represent  a technical  artefact 
resulting  from  mismatching  numerators  and  denomina- 
tors; i.e.,  counting  Mexican  aliens  who  cross  the  river 
to  perform  health  care  services  but  never  become  reg- 
istered as  part  of  the  populace. 


tise,  however,  such  predictions  may  not  always  be 
absolutely  accurate.  The  year  1975  came  and  passed, 
and,  although  there  were  severe  conditions  with 
famines  in  some  localities,  especially  India  and  the 
Sahel,  the  problems  with  food  seemed  to  be  more  with 
the  distribution  system  than  with  the  total  amounts 
available.  In  the  early  1980s  the  government  of  the 
U.S.  is  again  paying  farmers  not  to  plant  food  crops, 
buying  surplus  dairy  products,  and  generally  worrying 
about  the  farm  surpluses  and  their  effects  on  prices  for 
the  farmers.  The  oil  scarcity  crisis  has  come  and  gone, 
at  least  for  a while,  and  oil-producing  countries  have  a 
continuing  concern  over  the  “oil  glut.  ” So  it  is  with  the 
doctor  glut,  physicians’  incomes,  and  other  coming 
calamities.  The  above  graph  may  be  wrong,  or  inaccu- 
rate. Doomsday  may  not  come  on  Friday  the  thirteenth 
of  November,  1987.  It  may  be  Saturday  the  fourteenth, 
or  the  twelfth.  Or  it  may  not  come  at  all  in  exactly  that 
form. 
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Figure  2.  Unemployment  rates  for  all  workers  in  the  United 
States  from  1927  through  1973.  Compare  the  abrupt  rise  in  unem- 
ployment after  1930,  peaking  in  1933-34,  with  unionization  of 
workers  shown  in  Figure  3. 

One  thing  suggested  by  the  current  trends  is  that 
organizations  of  physicians  in  their  own  interests  may 
change  over  the  coming  decade;  i.e.,  they  may  union- 
ize or  use  existing  organizations  more  as  unions,  as 
some  detractors  claim  they  do  now  with  the  AMA  and 
state  medical  societies.  For  example,  examine  the  pair 
of  charts  shown  in  Figs.  2 and  3.  Fig.  2 shows  the 
historical  rate  of  unemployment  among  all  workers  in 
the  U.S.  from  1927  through  1973,  with  a large  peak 
from  about  1930  to  1940.  Fig.  3 shows  union  mem- 
bership as  a percent  of  the  total  labor  force  and  of 
employees  in  nonagricultural  establishments,  demon- 
strating the  abrupt  rise  in  the  late  1930s,  when  labor 
finally  got  itself  organized.  Will  medicine  take  a simi- 
lar course?  Only  time  will  tell,  but  physician  unions, 
nurses’  unions,  and  unions  of  other  health  care  profes- 
sionals exist  and  function  in  some  parts  of  the  country, 
such  as  California,  New  York,  and  Michigan.  At  least 
one  attempt  to  organize  the  physicians  of  the  state  has 
occurred  in  Alabama  in  the  1960s.  It  failed  because 
“the  climate  was  wrong,”  but  the  climate  is  changing. 

As  the  future  approaches,  we  are  uncertain  of  how  to 
deal  with  it,  how  to  make  choices  that  are  best  and  most 
durable,  and  how  to  implement  decisions  resulting 
from  tho.se  choices.  Even  the  statistics  are  different 
when  gathered  by  people  with  differing  points  of  view. 
Thus,  there  is  uncertainty  (or  at  least  no  general  agree- 
ment) as  to  whether  or  not  Alabama  is  producing  too 
many  doctors;  whether  or  not  the  medical  education 
system  in  the  state  is  overfunded,  underfunded,  or 
funded  just  right;  whether  the  system  is  organized  opti- 
mally or  not;  how  best  to  maintain  and  enhance  quality 
in  medical  care;  where  to  draw  the  lines  in  the  various 
turf  battles  not  only  between  podiatrists  and  orthopods, 
optometrists  and  ophthalmologists,  pharmacists  and 
nurses  and  physicians,  physical  therapists  and  physia- 
trists,  etc.,  but  also  between  orthopods  and  neuro- 


Figure 3.  Union  membership  as  percent  of  total  labor  force  and 
of  employees  in  nonagricultural  establishments,  1930-72.  From  the 
U.S.  Bureau  of  Labor  Statistics. 


surgeons  (intervertebral  discs),  plastic  surgeons  and 
orthopods,  otorhinolaryngologists  and  oral  surgeons, 
family  physicians  and  internists,  and  other  sets  of 
M.D.s. 

There  are  only  two  things  which  seem  likely  to 
reduce  the  state’s  production  of  physicians:  (1)  lack  of 
applicants  to  medical  school,  and  (2)  a financial  crisis 
so  severe  that  it  becomes  apparent  to  all  that  drastic 
measures  must  be  taken  to  save  even  a semblance  of  a 
respectable  medical  school.  Probably  neither  of  these 
will  occur  in  any  clear  form  over  the  next  several  years. 
Indeed,  as  Abraham  Flexner  observed  in  1910,  con- 
cerning the  medical  schools  in  Mobile  and  in  Birming- 
ham, “The  medical  schools  do  nothing  to  promote  or  to 
share  the  secondary  school  development  of  the  state. 
To  that  and  to  any  higher  movement  they  are  likely  to 
be  obstacles.  Neither  Alabama  nor  the  rest  of  the  South 
actually  needs  either  school  at  this  time;  but  as  the  state 
has  become  a patron  of  medical  education,  it  will  hard- 
ly retire  from  the  field.”  Indeed,  if  major  reductions  in 
state  funding  of  any  of  the  medical  education  programs 
in  Alabama  were  to  occur  at  any  site,  one  of  the  first 
organizations  to  complain  would  be  the  local  Chamber 
of  Commerce.  After  all,  in  each  region  the  local  medi- 
cal education  program  is  a clean  industry;  it  brings 
generally  decent  and  educated  people  to  the  communi- 
ty; and  the  dollars  that  go  to  those  health  care  providers 
then  move  out  into  the  community  and  keep  the  general 
commerce  propped  up.  What  local  citizens  will  stand 
by  passively  and  watch  such  a fine  source  of  economic 
support  be  dismantled? 

The  University  of  Alabama  School  of  Medicine,  in 
response  to  the  GMENAC  Report  (Graduate  Medical 
Education  on  National  Advisory  Committee  of 
DHEW)  reduced  its  enrollment  by  9 percent  in  1981, 
from  an  entering  class  size  of  165  to  150  (Fig.  4).  The 
graphs  showing  enrollments  are  depicted  in  Fig.  5 (total 
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Figure  4.  Entering  class  size  for  the  University  of  Alabama 
School  of  Medicine,  UAB,  where  all  students  in  the  school  take  their 
first  two  years  of  medicine.  Note  that  the  entering  class  size  was 
reduced  by  15  students  (from  165  to  150,  or  9%)  in  1981 . 


Figure  5 . Total  enrollment  of  predoctoral  medical  students  in  the 
State  of  Alabama  at  all  sites  (i.e.,  the  University  of  South  Alabama 
in  Mobile,  and  the  three  campuses  of  the  University  of  Alabama 
School  of  Medicine  at  UAB,  UAH,  and  UA).  Graph  shows  that 
appreciable  reduction  in  enrollment  of  medical  students  in  the  state 
has  occurred  and  is  continuing. 

enrollment  in  state),  Fig.  6 (total  in  University  of  Ala- 
bama School  of  Medicine  ’ s three  campuses) , and  Fig . 7 
(enrollment  in  each  of  these  three  campuses).  It  is 
apparent  that  (a)  the  total  enrollment  has  decreased,  (b) 
some  increases  have  occurred  in  Huntsville  and  Tusca- 
loosa, and  (c)  the  entire  decrease  (in  fact,  more  than  the 
entire  net  decrease,  in  view  of  the  increases  elsewhere) 
has  occurred  in  Birmingham.  In  1984  this  decrease  is 
60  students,  since  the  15  students  per  class  have  now 
affected  all  4 years;  and  the  aggregate  decrease  will 
continue  for  several  years  as  we  implement  our  new 
policy  of  accepting  virtually  no  transfer  students  into 


advanced  standing  other  than  (a)  those  under  contract 
from  the  State  of  Alabama  with  Morehouse  Medical 
School  and  (b)  students  with  exceptional  personal  prob- 
lems (e.g.,  spouse  obtains  residency  at  UAB).  These 
reductions  are  already  costing  the  medical  school’s 
program  at  UAB  more  than  $1  million  annually,  in- 
cluding some  $250,000  lost  in  tuition  and  fees  alone. 
This  reduction  has  occurred  at  a time  when  UAB  also 
lost  more  than  $1.0  million  annually  in  federal  medical 
student  capitation  grants,  which  were  terminated  in 
1981,  has  lost  several  other  sources  of  extramural  grant 
support,  especially  from  the  departure  of  several  senior 
scientists  to  other  institutions,  and  has  had  to  meet 
major  commitments  for  research  space  planned  and 
committed  in  the  growth  days  of  the  mid-1970s.  UAB, 
like  each  of  the  other  3 major  units,  is  simply  not 
prepared  to  further  reduce  medical  student  numbers 
unilaterally  without  participation  from  other  medical 
education  campuses  around  the  state  and  nation.  As 
observed  by  the  famed  medical  economist  Eli  Ginzburg 
recently,  we  thought  it  was  hard  to  expand  the  medical 
schools  of  this  country,  but  contracting  them  will  prove 
much  more  difficult.  Or  as  the  columnist  David  Green- 
berg said,  “If  anybody  ever  thought  it  was  hard  to  close 
an  air  base  or  naval  yard,  he  should  try  to  close  a 
medical  school.” 


Figure  6.  Total  enrollment  for  the  University’  of  Alabama  School 
of  Medicine,  including  students  at  all  three  major  sites  (Birming- 
ham, Huntsville,  and  Tuscaloosa).  The  reduction  in  the  1980s  i [, 

generally  parallels  the  reduction  in  total  enrollment  for  the  state,  I 

since  USA  has  not  reduced  enrollment.  kj 

I j| 

But  if  we  do  succeed  in  avoiding  the  Scylla  of  an  " 
enormous  surfeit  of  physicians,  we  may  only  guide 
ourselves  into  the  Charybdis  of  a deficiency  — or  at 
least  the  public  perception  of  a deficiency  — with  the  : j 
resultant  dismembering  of  medical  practice  among  the 
“other  health  care  professionals,”  such  as  podiatrists, 
optometrists,  pharmacists,  nurse  practitioners,  chiro- 
practors, and  others.  Health  care  abhors  a vacuum.  i 

Podiatrists  have  recently  officially  changed  their  name  * 

to  “podiatric  physicians,”  and  one  of  their  academic 
leaders  recently  accused  the  medical  schools  of  being  a 
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Figure  7.  Total  enrollments  of  predoctoral  medical  students  at 
each  of  the  three  campuses  of  the  University  of  Alabama  School  of 
Medicine.  The  reduction  at  UAB  has  been  greater  than  the  net 
reduction  of  the  whole  state,  since  increases  have  occurred  else- 
where. 
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cartel  which  unfairly  excludes  others  from  using  the 
National  Board  of  Medical  Examiners  tests  (currently 
available  only  for  bona  fide  predoctoral  M.D.  medical 
students).  In  this  climate,  who  wants  to  close  or  reduce 
medical  schools  anyhow?  Certainly  not  the  general 
public.  And  perhaps  even  a significant  number  of 
thoughtful  physicians  (M.D.  physicians)  believe  it 
would  be  unwise  to  attempt  further  reductions  at  this 
time. 

The  central  problems  remain,  however:  schools,  like 
hospitals  and  hotels,  are  rewarded  for  their  census  more 
than  their  quality.  Schools  receive  financial  income 
proportionate  to  the  numbers  — that  is,  in  proportion  to 
the  quantity  of  students  (&  faculty  and  facilities)  rather 
than  the  quality  of  the  operation  — both  from  tuition 
and,  in  the  case  of  state  assisted  schools,  from  tax 
derived  capitation  funding.  When  one  tries  to  do  other- 
wise, he  is  criticized  as  elitist,  inequitable,  and  un- 
reasonable. 

If  there  ever  comes  a day  when  medicine  is  “out  of 
gas”  in  Alabama,  we  are  likely  to  behave  just  as  a 
group  does  when  the  family  automobile  runs  out  of  gas. 
Dad  turns  to  Mom  and  says,  “I  thought  you  said  you 
were  going  to  fill  the  car!”  Mom  screams  in  retort, 
“No,  you  definitely  told  me  it  was  your  car  and  you’d 
fill  it.  You  must  have  forgotten.”  Junior  yells,  “Look 
out!  We’re  going  to  stop  on  a hill!”  And  the  cat  jumps 
out  the  window.  Everybody  will  blame  everybody  else. 
It  would  be  much  better  if  we  could  agree  in  advance  of 
emergencies.  But  the  only  “agreeing  ground”  is  the 
legislature,  which  is  as  it  must  be  — as  Winston 
Churchill  said,  “It  is  the  best  of  all  possible  evils.” 

One  thing  is  sure  in  this  morass  of  uncertainty:  there 
may  never  be  a discreet,  readily  identifiable  “Dooms- 
day” in  medicine.  There  rarely  is,  although  historians 
fix  on  the  dates  of  various  episodes,  such  as  a major 
battle,  birth,  or  death.  But  the  old  system  is  ending  all 
the  time,  every  day.  Change  is  the  ultimate  fact  of  life, 
certainly  in  medicine  today.  The  best  we  can  do  is  try  to 
understand  it,  convince  others  of  our  version  of  that 
understanding  or  accept  their  modifications  of  it,  and 
finally  try  to  guide  our  affairs  in  the  best  directions  as 
we  see  them.  As  long  as  there  are  people,  there  will  be 
sick  people.  And  sick  people  will  continue  to  seek  to  be 


healed  by  those  they  think  can  heal  them.  The  doctor’s 
job  will  remain  simply  to  do  his  level  best  to  get  them 
well  and  keep  them  well.  0 

Chronology 

HOW  FRIDAY,  13  NOVEMBER,  1987,  WILL  BECOME 
DOOMSDAY 

November  1984  Ronald  Reagan  re-elected  President  of  U.S. 

December  1984  David  Stockman  starts  major  cutting  effort  on  U.S. 
spending,  focusing  on  “health  care  expenditures”  & entitle- 
ments; eliminates  all  federal  aid  to  medical  students.  Continues 
funding  research,  with  emphasis  on  investigator-initiated  re- 
search projects  (UAB  is  heavily  dependent  upon  “center”  re- 
search; e.g.,  cancer,  arthritis,  etc.) 

1 February  1985  Federal  budget  for  1985-86  unveiled  by  President 
Reagan  shows  further  cuts  in  federal  expenditures,  esp.  for 
Medicaid  and  Medicare;  accepts  the  recent  proposal  to  move 
physician  entrance  into  DRG  system  from  December  to  July  of 
this  year. 

Spring  1985  Congress  votes  to  continue  freeze  on  Medicare  physi- 
cian fees  & President  reluctantly  signs.  Latin  American  countries 
declare  “solidarity”  versus  transfer  of  wealth  to  U.S.  in  form  of 
further  high  interest  rates  to  pay  their  debts,  to  continue  support 
of  high  living  in  U.S. 

1 July  1985  Physicians  come  under  DRGs  same  day  as  Latin 
American  countries  declare  “mandatory  renegotiation”  of  their 
debts  (i.e.,  default),  supported  by  Henry  Kissinger.  Four  major 
teaching  hospitals  declare  bankruptcy,  & 3 small  hospitals  in 
Alabama  close  this  month. 

September  1985  Iranians  stage  mass  invasion  of  Iraq,  andU.S.S.R. 
“comes  to  the  rescue”  with  a major  Anschluss.  Reagan  calls  for 
massive  increase  in  defense  spending  for  conventional  sources. 
Additional  groups  of  “health  care  professionals”  are  officially 
designated  “providers”  & given  hospital  privileges. 

1 February  1986  President’s  1986-87  budget  unveiled,  calls  for 
massive  increase  in  armaments  and  elimination  of  federal  con- 
tributions to  Medicaid,  stating  they  are  “obligations  of  the  indi- 
vidual states  and  communities.”  DRG  payments  “racheted 
down”  by  20%.  Five  more  major  teaching  hospitals  in  U.S. 
bought  by  for-profit  chains , & 7 rural  hospitals  in  Alabama  close . 

30  September  1986  Most  people  in  the  work  force  are  declared 
“health  care  providers”  in  response  to  popular  demand  and  in 
order  to  get  them  under  federal  control. 

1 February  1987  Federal  promises  increase  and  federal  funding 
decreases. 

1 October  1987  Federal  budget  year  for  1987-88  starts.  Massive 
numbers  of  “health  professionals”  on  the  streets  marching  in 
support  of  their  unions. 

Friday,  13  November,  1987  Doomsday,  Federalization  of  the 
national  “health  care  system,”  using  V.A.  as  the  backbone. 
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Mobile’s  Heustis  Medical 
Museum  Seeks  Artifacts 


By  Samuel  Eichold,  M.D. 


No  longer  are  museums  outside  the  mainstream  of 
life  in  America. 

The  University  of  South  Alabama  College  of  Medi- 
cine recognizes  that  it  has  an  obligation  to  preserve  and 
present  for  public  enjoyment  and  edification  medical 
artifacts  as  well  as  the  history  of  medicine. 

The  economic  status  of  the  Heustis  Medical  Museum 
is  very  fragile.  To  achieve  its  goal  and  any  degree  of 
success  there  is  a total  dependence  on  the  desires  of  the 
possessor’s  of  family  heirlooms.  Families  may  seek  a 
means  for  preserving  objects  of  their  antecedents. 

In  the  confines  of  a museum  there  is  security  beyond 
the  extent  of  a home  and  family.  More  importantly, 
sharing  objects  of  the  past  with  others  creates  an  en- 
vironment for  enhancement  of  knowledge.  It  may  also 
.serve  as  a stimulus  for  interests  in  various  aspects  of  the 
healing  arts.  From  the  visits  to  a museum  should  come 
ideas  which  relate  the  past  to  opportunities  for  better- 
ment in  future  health  care.  This  is  an  appeal  to  those 
who  have  medical  mementos  to  contact  the  Heustis 
Medical  Museum.  There  are  established  facilities  for 
the  rehabilitation,  preservation  and  display  of  objects 


which  may  now  repose  in  packing  boxes.  Gifts  to  the 
Heustis  Medical  Museum  will  entitle  givers  to  certain 
benefits  in  computing  their  taxable  return  to  the  IRS. 

Inquiries  should  be  addressed  to:  Heustis  Medical 
Museum,  University  of  South  Alabama  Medical  Cen- 
ter, Attn;  Samuel  Eichold,  M.D.,  Curator,  2451  Fil- 
lingim  Street,  Mobile,  Alabama  36617. 

Following  is  some  background  on  the  Heustis 
Medical  Museum: 

James  Fontain  Heustis,  M.D. 

JamesF.  Heustis,  M.D.,  was  a native  of  Mobile.  His 
father,  Jabez  Wiggins  Heustis,  M.D.,  had  followed  a 
distinguished  career  in  medicine  and  as  the  author  of 
many  articles,  books  and  pamphlets.  The  inspiration 
for  James  Heustis’  outstanding  career  in  medicine  came 
from  his  father’s  prominence  as  a surgeon  and  physi- 
cian. 

Dr.  James  F.  Heustis’  mother  was  formerly  Miss 
Elizabeth  Swepson  Gayle  of  Selma.  His  parents  moved 
to  Mobile  from  Selma  just  prior  to  his  birth  in  1828. 

Dr.  Heustis’  first  experience  in  medicine  was  as  a 
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student  in  the  office  of  Lee  Fearn,  M.D.,  after  which  he 
completed  his  studies  by  graduating  from  Louisiana 
Medical  College  in  New  Orleans,  class  of  1849.  Short- 
ly afterwards  he  journeyed  to  Philadelphia  to  present 
himself  before  the  examining  board  of  admissions  for 
entrance  into  the  medical  department  of  the  United 
States  Navy.  He  was  accepted  as  assistant  surgeon  and 
assigned  to  active  duty. 

He  remained  in  the  Navy  for  five  years,  doing  duty  at 
foreign  stations,  the  greater  portion  of  his  time  being 
spent  on  the  coast  of  Africa. 

Returning  from  a cruise  in  1854,  at  Philadelphia,  he 
married  Miss  Anita  Watson,  the  daughter  of  Purser 
Watson,  U.S.N.  Of  this  first  marriage  there  were  two 
children,  only  one  of  whom  survived,  later  to  become 
Mrs.  Laura  Rich,  wife  of  Mr.  C.  W.  Rich  of  Richburg, 
Mississippi.  Records  indicate  that  Dr.  Heustis  retired 
from  the  Army  in  1857  to  begin  his  medical  practice  in 
Mobile.  Why  he  left  the  Navy  to  enter  the  Army  is  not 
known,  but  apparently  he  served  in  both  branches  of  the 
service  before  entering  private  practice. 

At  the  outbreak  of  the  Civil  War  he  connected  him- 
self with  the  medical  department  of  the  Confederacy, 
acting  as  Medical  Director  for  General  Bragg’s  army  as 
well  as  serving  on  the  staffs  of  several  leading  generals 
throughout  the  war.  In  1865,  just  before  the  close  of  the 
war.  Dr.  Heustis  married,  for  the  second  time.  Miss 
Rachel  Lyons  of  Columbia,  South  Carolina. 

Of  the  second  marriage  there  were  nine  children,  five 
daughters  and  four  sons.  One  daughter,  Mrs.  William 
B.  Paterson,  now  lives  in  Mobile. 

Aside  from  his  private  practice.  Dr.  Heustis  held 
with  great  distinction  the  chair  of  surgery  at  the  Ala- 
bama Medical  College  in  Mobile  in  the  capacity  of 
professor  of  surgery.  He  was  a member  of  the  Board  of 
Health  and  was  resident  physician  for  Spring  Hill  Col- 
lege. 

In  his  family  relations,  he  was  an  extremely  happy 
man.  To  those  who  knew  him  intimately,  he  was  most 
lovable  and  congenial,  yet  firm  and  unswerving  in 
matters  of  principle  and  in  the  execution  of  his  duties 
and  obligations.  To  all  who  knew  him,  he  was  a man  of 
great  gentleness  and  understanding.  The  extent  of  his 
generosity  and  charity  will  never  be  known,  but  he  left 
a legacy  that  time  cannot  dim. 

Dr.  Heustis  suffered  a heart  attack  some  time  during 
June  1891 . Reoccurring  heart  trouble  finally  compelled 
him  to  seek  complete  rest  at  the  home  of  a friend  in 
Sweet  Springs,  Missouri.  Unfortunately,  his  visit 
proved  fateful,  and  he  died  only  two  months  later,  on 
August  27. 

The  Heustis  Memorial 

The  James  F.  Heustis  Memorial  is  located  in  the 
main  lobby  of  the  University  of  South  Alabama  Medi- 
cal Center.  Display  cases  have  been  installed  to  receive 
medical  artifacts  and  documents  of  local  historical  sig- 


nificance. Photographs  of  the  past  presidents  of  the 
Medical  Society  of  Mobile  County  and  other  men  of 
note  in  the  medical  profession  can  be  seen.  The  growth 
of  the  memorial  will  depend  largely  on  the  generosity 
and  interest  of  the  community  and  state  through  dona- 
tion of  medical  artifacts. 

Adding  to  the  unusual  decor  of  the  foyer  is  a large, 
overhead  mosaic  and  two  carved  groups  of  figures  on 
opposite  walls. 

The  mosaic,  executed  by  Conrad  A.  Albrizio,  is  a 
carefully  documented  artistic  examination  of  the  his- 
tory of  medicine  and  deserves  a detailed  explanation. 
All  forms  are  symbolically  significant  in  the  sequence 
of  medical  history.  The  large  central  figure  represents 
Hippocrates,  the  father  of  medicine,  receiving  the  oath; 
representing,  in  turn,  the  moral  discipline  imposed 
upon  all  doctors  known  as  the  “Hippocratic  Oath.” 

Immediately  to  the  left  is  the  figure  of  Aesculapius, 
one  of  the  earliest  known  Greek  physicians  and  a demi- 
god to  those  of  his  era.  His  attempts  to  cure  were  based 
on  mystery,  incantations  and  magic.  His  devotion  to 
the  well  being  of  people  found  form  in  temples  he  built 
where  the  sick  were  gathered  to  worship  and  receive 
care. 

Overhead  is  the  winged  mask  representing  the  “Ora- 
cle” or  voices  of  the  gods.  The  figure  of  the  famed 
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You  know  it's  not  your 
i everyday  patient  problem, 
j Alcoholism  is  far  different 
i,  from  most  other  diseases, 
i Patients  try  to  hide  it  from 
j you.  They  resist  treatment 
■6  They  deny  they  have  the 
i disease  at  all. 

Such  a complex  physical 
(i  and  emotional  pronlem 
usually  requires  extensive 
I evaluation.  And  interven- 

1i 


tion  counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  dmg  abuse. 
We're  a specialized  facility 
staffed  to  serve  Ixith  your 


patient  and  patient's  familv. 
Our  nationally  recognizeti 
treatment  pro^ams  have 
given  us  one  or  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  inf(  imiat  i(  in  c m 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Bimiingham  (20S/877-1740) 
or  Mobile  |20.W^13-09()()) 
anytime,  tlay  or  night. 
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Egyptian.  Imhopt  (3000  B.C.),  can  be  seen  on  the 
opposite  side.  He  too,  because  of  his  many  outstanding 
accomplishments,  was  considered  to  be  a demi-god. 
He  was  architect,  scientist  and  surgeon  — the  triangle 
and  scalpel  being  symbolic  of  two  of  the  professions. 

This  triad  of  major  figures  is  sustained  in  design  and 
composition  by  two  groups  on  either  side.  Shown  at  the 
lower  right  is  the  Greek  physician,  Galen,  examining  a 
human  skull . His  contributions  to  medicine  date  back  to 
early  Christian  centuries.  His  findings  and  theories, 
concerning  both  the  human  and  animal  anatomies,  have 
been  rectified  only  as  prejudices  and  taboos  towards  the 
study  of  anatomy  were  gradually  dissipated. 

Much  of  this  rectification  was  accomplished  by  an 
anatomist  and  physician  of  the  16th  century  named 
Vesalius.  Of  Flemish  descent,  he  travelled  extensively 
over  Europe,  performing  much  of  his  work  in  the  uni- 
versities of  Bologna  and  Padua  in  Italy.  He  is  shown  in 
the  lower  left  comer. 

The  upper  part  of  the  panel  is  devoted  to  symbolical 
representations  of  the  human  body  as  it  relates  to  the 
function  of  a hospital  in  the  care  of  the  human  body, 
beginning  with  birth  on  through  life.  The  total  dynamic 
design  and  integrated  decorative  pattern  serves  as  a 
background  for  the  superimposed  line  drawing  of  a 
surgeon  preparing  for  an  operation,  providing  the  prop- 
er note  of  historical  culmination  to  the  mosaic. 

The  carved  figures  on  opposing  walls  were  executed 
in  dramatic  simplicity  by  Enrique  Alferez  and,  portray 
the  two  essential  missions  of  a hospital.  The  group  to 
the  left  is  the  family  unit,  symbolizing  the  nucleus  of 
society,  whose  health  is  the  concern  of  medicine. 

The  group  on  the  other  wall  represents  the  education- 
al mission  of  a hospital  in  the  figures  of  the  teacher, 
medical  student  and  nurse,  the  three  components  of  the 
medical  profession. 

Tribute  of  Colleagues 

Resolutions  adopted  by  the  Mobile  County’  Medical 
Society  on  the  death  of  Dr.  James  F . Heustis,  August 
27,  1891. 

“Dr.  James  Fontain  Heustis  is  dead.  We  will  never 
see  him  again  on  our  streets  nor  hear  his  voice  in  our 
Medical  Society  and  Board  of  Health.  His  life  was  a life 
of  laudable  ambition  — ambition,  if  laudable,  is  hon- 
ored of  all  true  men  and  blessed  of  heaven.  It  elevates 
man  above  that  lower  plane  of  life  where  the  vulgar 
struggle  for  wealth,  power  and  the  bubble  reputation. 
His  lifework  was  worthy  of  an  immortal  being;  it  was 
not  engaged  in  smiting  men  with  the  sword,  but  in 
hushing  all  contentions  and  drying  up  tears. 

“Generous  of  heart,  his  words  of  kindness  and  acts 
of  charity,  like  seed  sown  along  his  pathway  that  spring 
into  flowers,  beautifying  his  own  life  and  bless  and 
brighten  the  world.  He  was  ambitious  of  proving  him- 
self a high-toned  honorable  man,  ever  striving  for  use- 
fulness; ever  zealous  of  good  works,  in  such  praisewor- 


thy endeavors  nothing  shocked  his  purpose  nor  less- 
ened his  exertions.  He  remembered  the  words  of  grand 
old  Richelieu  — in  the  lesson  of  youth  which  fate 
reserves  for  a bright  man-hood,  ‘there  is  no  such  word 
as  fail.  ’ In  his  private  life,  where  the  growth  of  the  true 
man  must  begin,  he  learned  to  govern  himself;  here  he 
gathered  strength  to  resist  the  temptations  and  brave  the 
storms  of  life. 

“Greatness  is  not  a mantle  that  may  be  purchased  by 
promotion.  Its  warp  and  weft  are  commendable  aims 
and  virtuous  actions,  and  must  be  woven  in  the  privacy 
of  every-day  life.  The  consciousness  of  acting  a noble 
part  in  life  imparts  to  man  a strength  not  easily  broken 
and  breathes  into  his  soul  an  earnestness  that  will  bear 
him  undaunted  through  dangers  and  triumphant  over 
obstacles.  His  life,  his  labor  of  love,  is  finished.  His 
grand  conceptions  of  virtue  and  truth,  immortality  and 
God,  etched  in  a garb  of  beauty  and  embalmed  in  the 
pathetic  sweetness  of  heroic  verse  asserted  eternal 
Providence  and  justified  ways  of  God  and  man.  God, 
who  makes  no  mistakes,  has  seen  fit  in  His  Providence 
to  remove  from  us  Dr.  James  Heustis;  therefore, 

“Resolved,  that  we,  the  members  of  the  Mobile 
County  Medical  Society,  accept  with  submission  this 
dispensation. 

“Resolved  2.  That  in  the  death  of  our  brother,  this 
Society  has  lost  an  honored  and  useful  member,  his 
family  a tender,  loving  father  and  husband. 

“Resolved  3.  That  we  extend  to  the  family  of  our 
brother  our  sincere  condolence  and  heartfelt  sympathy. 

“Resolved  4.  That  these  resolutions  be  spread  upon 
the  minutes  of  this  society  and  a copy  be  sent  to  the 
family  of  the  deceased  and  Mobile  Register  for  publica- 
tion.’’ 

Sam  R.  Olliphant 
D.  E.  Smith 
J.  G.  Thomas  0 
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Psittacosis 


LeRoy  F.  Harris,  M.D.* 
W.  Howard  Striplin,  M.D.t 


Psittacosis  is  a zoonotic  disease  caused  by 
Chlamydia  psittaci  which  is  transmitted  to  man 
by  aerosolized  discharges  of  infected  avian  spe- 
cies. Although  outbreaks  of  psittacosis  among 
individuals  in  the  poultry  processing  industry 
are  described,  most  recent  cases  involve  pet 
bird  owners  and  bird  fanciers.  In  the  typical 
clinical  situation,  the  patient  notices  the  sudden 
onset  of  fever,  malaise  and  nonproductive 
cough  one  to  two  weeks  after  exposure  to  birds. 
The  diagnosis  is  suspected  on  clinical  grounds 
and  is  confirmed  by  serologic  testing.  The 
treatment  of  choice  is  tetracycline.  Preventa- 
tive measures  involve  quarantine  and  treat- 
ment of  imported  psittacine  birds  with  chlor- 
tetracycline  impregnated  seeds. 


Psittacosis  is  a zoonotic  disease  caused  by  Chlamyd- 
ia psittaci  which  is  transmitted  to  man  by  aerosol- 
ized discharges  of  infected  avian  species.  Some  author- 
ities restrict  psittacosis  to  chlamydial  infection  of  psit- 

* Clinical  Assistant  Professor  of  Medicine,  School  of  Primary  Medical  Care,  Uni- 
versity of  Alabama,  Huntsville  Program,  410  Lowell  Drive,  Huntsville,  Alabama 
35801. 

t 2227  Drake  Avenue,  S.W.,  Huntsville,  Alabama  35805. 


tacine  birds  (parrots  and  related  species)  and  refer  to 
chlamydial  infection  of  other  avian  species  as 
ornithosis.'  We  shall  use  the  term  psittacosis  to  denote 
chlamydial  infection  of  psittacine  as  well  as  other  bird 
species.  Our  recent  experience  with  a case  of  psitta- 
cosis demonstrates  that  the  diagnosis  can  be  suggested 
by  clinical  and  initial  laboratory  and  radiologic  param- 
eters which  then  can  lead  to  initiation  of  appropriate 
antimocrobial  therapy. 

Case  Report 

A 33  year  old  male  was  admitted  to  the  hospital  with 
a five  day  history  of  fever,  headache,  malaise,  cough 
and  pleuritic  chest  pain.  The  patient  had  a pet  parakeet 
and  recently  had  cleaned  a chicken  house.  On  physical 
examination  the  temperature  was  104°  F.  and  there 
were  diminished  breath  sounds  and  dullness  to  percus- 
sion in  the  left  lower  lobe  of  the  lung.  The  leukocyte 
count  was  9400/cu  mm,  sputum  culture  grew  normal 
flora,  blood  cultures  were  sterile  and  chest  roentgeno- 
gram disclosed  an  extensive  left  lower  lobe  infiltrate. 
The  patient  was  placed  on  intravenous  penicillin  G 
potassium,  six  million  units/day,  without  improve- 
ment. Two  days  later  antimocrobial  therapy  was 
changed  to  intravenous  doxycycline  hyclate,  200  mg/ 
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THIS  SPACE  CONTRIBUTED  AS  A PUBLIC  SERVICE 


How  to  live  with  someone  who’s  living  with  cancer. 


Learning  to  live  with  cancer  is  no  easy  task. 

Learning  to  live  with  someone  else’s  cancer  can  be  even 
more  difficult. 

Nobody  knows  better  than  we  do  how  much  help 
and  understanding  is  needed.  That’s  why  our  service  and 
rehabilitation  programs  emphasize  the  whole  family,  not 
just  the  cancer  patient. 

We  run  local  programs  with  volunteers  who  are 
recovered  cancer  patients,  or  whose  lives  have  been 
touched  by  family  members  or  friends  with  cancer. That's 
what  makes  us  one  of  the  largest, best-motivated  and  most 


caring  of  any  health  organization  in  the  country. 

Among  our  regular  services  we  provide  information 
and  guidance  to  patients  and  families,  transport  patients 
to  and  from  treatment,  supply  home  care  items  and 
assist  patients  in  their  return  to  everyday  life. 

Life  is  w'hat  concerns  us.  The  life  of  cancer  patients. 
The  lives  of  their  families.  So  you  can  see  we  are  even 
more  than  the  research  organization  we  are  so  w'ell 
known  to  be.  i 

No  one  faces 

cancer  alone.  V AMERICAN  CANCER  SOCieTY<^ 


day,  followed  by  oral  doxycycline  hyclate  in  a similar 
dose  for  a total  of  21  days.  The  patient  defervesced 
within  24  hours,  his  chest  x-ray  cleared  by  four  weeks, 
however  malaise  persisted  for  six  weeks  after  the  onset 
of  illness.  Serologic  studies  for  influenza,  adenovirus. 
Mycoplasma  pneumoniae , Legionnaires’  disease  and  Q 
fever  were  nondiagnostic.  The  psittacosis-LGV  com- 
plement fixation  test  showed  a significant  elevation 
from  1 : 16  to  1:128  between  acute  and  convalescent 
specimens. 

Discussion 

Epidemiology 

Psittacosis  initially  was  described  in  1879  by  Ritter 
who  reported  an  outbreak  of  pneumonia  associated 
with  dermatologic  manifestations  and  exposure  to  psit- 
tacine  birds.  The  first  case  report  in  the  United  States 
occurred  in  1904  and  from  1929  to  1930  a pandemic 
swept  across  the  western  hemisphere  and  Europe.  The 
pandemic  was  traced  to  parrots  from  Argentina  and 
resulted  in  an  embargo  on  importation  of  psittacine 
birds.  In  the  1930s  sporadic  outbreaks  in  the  United 
States  originating  from  parakeets  from  California 
caused  a restriction  on  interstate  transport  of  birds.  The 
number  of  cases  in  the  United  States  demonstrated  a 
dramatic  rise  in  the  mid  1950s  as  a result  of  recognition 
of  cases  involving  individuals  in  the  poultry  processing 
industry.^  The  later  1970s  has  witnessed  a resurgence 
in  the  number  of  cases  of  psittacosis.  The  disease 
affects  primarily  pet  bird  owners  or  bird  fanciers  and  is 
unusual  in  poultry  processing  workers.  Parakeets  and 
parrots  represent  the  commonest  birds  transmitting  in- 
fection to  humans  in  the  United  States.^ 

Microbiology 

The  etiologic  agent  of  psittacosis,  C.  psittaci,  is  an 
obligate  intracellular  bacterium  which  is  found  exten- 
sively in  avian  species  and  lower  mammals.  Infected 
birds  may  demonstrate  listlessness  and  ruffled  feathers 
but  often  are  totally  asymptomatic.*  The  organism  is 
dependent  on  the  host  cell  for  energy  rich  compounds 
such  as  ATP.  Chlamydia  psittaci  is  distinguished  from 
the  other  species  of  the  genus  chlamydia,  C.  tracho- 
matis, by  the  following  characteristics;  C.  trachomatis 
possesses  glycogen-containing  inclusions  that  stain 
with  iodine  while  C.  psittaci  does  not  and  C.  tracho- 
matis is  sensitive  to  sulfonamides  while  C.  psittaci  is 
not.  All  chlamydiae  share  a mutual  genus  specific 
antigen.^ 

Pathogenesis 

Invasion  of  human  nasopharyngeal  mucosa  by  C. 
psittaci  occurs  after  exposure  to  infective  avian  excre- 
tions. The  organism  subsequently  is  considered  to 
spread  hematogenously  to  lung  and  other  organs  in- 
cluding liver,  spleen,  heart,  skeletal  muscle  and  brain. 
Human  to  human  transmission  is  extremely  rare."* 


Clinical  Syndrome 

Psittacosis  may  result  in  a wide  clinical  spectrum 
ranging  from  an  asymptomatic  infection  detected  only 
by  serologic  tests  to  a progressive  multiple  organ  sys- 
tem illness  culminating  in  death.  In  the  usual  situation 
the  patient  has  a history  of  exposure  to  birds  and  after  a 
one  or  two  week  incubation  period  notices  the  sudden 
onset  of  fever,  chills,  malaise,  headache  and  nonpro- 
ductive cough.  Pleuritic  chest  pain  and  hemoptysis  are 
infrequent.  Physical  examination  may  reveal  a pulse 
temperature  dissociation,  skin  rash  and  hepatosple- 
nomegaly,  but  often  there  is  a paucity  of  chest  findings 
despite  impressive  radiologic  abnormalities.  Less  com- 
monly signs  and  symptoms  of  hepatitis,  pericarditis, 
myocarditis  and  encephalitis  may  supervene.^ 

Laboratory  and  Roentgenologic  Data 

Leukocyte  counts  often  are  normal  or  slightly  ele- 
vated with  a nondescript  differential.  Liver  function 
test  elevations  simulating  hepatitis  are  reported.  The 
chest  roentgenogram  is  varied  with  segmental  or  lobar 
consolidations  predominating  and  hilar  adenopathy  and 
pleural  involvement  also  described.  Sputum,  when 
obtained,  typically  has  few  polymorphonuclear  leuko- 
cytes and  organisms.^ 

Diagnosis 

The  diagnosis  of  psittacosis  is  suspected  in  a patient 
with  a history  of  bird  exposure  who  presents  with  a 
nonproductive  cough,  pulse  temperature  dissociation 
and  hepatosplenomegaly.  The  organism  can  be  isolated 
from  sputum  but  requires  specialized  techniques  avail- 
able in  referral  laboratories.  Serologic  testing  is  the 
most  useful  and  common  method  of  confirming  the 
diagnosis  and  requires  a fourfold  or  greater  rise  in 
complement  fixation  antibody  titer  to  ^ 1:32  between 
an  acute  specimen  drawn  early  in  the  illness  and  a 
convalescent  specimen  drawn  two  to  four  weeks  after 
an  onset  of  symptoms.  Antimicrobial  therapy  may  de- 
lay the  rise  in  titer.  ^ 

Treatment  and  Prevention 

Tetracycline  in  a dose  of  one  to  two  g/day  for  a total 
of  21  days  is  the  treatment  of  choice  for  psittacosis. 
Alternative  therapy  is  with  erythromycin  in  a similar 
dosage  and  duration.  Chloramphenicol  may  be  of  ben- 
efit but  has  obvious  toxicity  and  penicillins,  cephalo- 
sporins, aminoglycosides  and  sulfonamides  possess  no 
proven  efficacy.  Even  with  appropriate  antimicrobial 
therapy,  clinical  response  may  be  slow  and  recovery 
protracted.  Although  psittacosis  stimulates  an  antibody 
response  in  the  patient,  the  infection  does  not  confer 
immunity.  Thus,  second  infections  are  recorded.* 

Current  preventative  measures  in  the  United  States 
involve  quarantine  and  treatment  of  imported  psittacine 
birds  with  chlortetracycline  impregnated  seeds. 
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Although  theoretically  efficacious,  this  program  has 
documented  failures.* 
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Trauma  Care  continued  from  page  13 

state  EMS  office  (261-5261)  to  find  out  how  to  contact 
your  regional  agency. 

• Encourage  the  other  members  of  your  staff  to  do 
the  same. 

• Call  or  visit  the  surgeons  to  whom  you  refer  your 
trauma  cases  and  find  out  what  procedures  they  wish 
you  to  follow  when  transferring  a patient.  Knowing 


Dr.  John  Campbell,  author  of  the  Basic  Trauma  Life  Support 
course,  looks  on  as  paramedics  stabilize  a patient  in  a BTLS 
practice  station. 


exactly  how  to  transfer  a victim  can  save  valuable 
minutes  when  you  have  a critical  case. 

• Remember,  patients  are  transferred  from  the  care 
of  one  physician  to  the  care  of  another  physician;  not 
from  one  hospital  to  another  hospital.  Never  transfer  a 
victim  without  getting  another  physician  to  accept  that 
victim  in  transfer.  To  do  so  is  abandonment. 

• When  a surgeon  accepts  a patient  in  transfer,  you 
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or  he  should  call  the  emergency  department  at  the 
receiving  hospital  so  their  staff  will  be  prepared  when 
the  victim  arrives. 

• If  your  hospital  employs  contract  physicians  for 
weekend  emergency  coverage,  demand  that  they  be 
both  Advanced  Trauma  Life  Support  and  Advanced 
Cardiac  Life  Support  certified.  These  courses  have 
become  minimal  qualifications  for  physicians  covering 
emergency  departments. 

• If  your  hospital  employs  contract  physicians  for 
weekend  coverage,  be  sure  that  there  are  written  in- 
structions about  how  to  transfer  a trauma  victim.  These 
instructions  should  be  readily  available  when  needed. 

• Contact  your  local  ambulance  or  rescue  unit’s 
physician  advisor  and  find  out  if  the  advanced  EMTs 
and  paramedics  have  taken  the  Basic  Trauma  Life  Sup- 
port course.  If  not,  encourage  the  physician  advisor  to 
require  they  take  the  course  or  even  sponsor  a course  in 
your  community. 

• Encourage  the  RNs  in  your  emergency  department 
to  take  the  Basic  Trauma  Life  Support  course. 

It  Pays  Dividends 

Dr.  John  G.  West,  Clinical  Instructor  in  Surgery  at 
the  University  of  California,  Irvine,  and  Chief  of 
General  Surgery  at  St.  Joseph  Hospital  in  Orange, 
California,  has  been  cited  for  his  role  in  the  develop- 


ment of  an  outstanding  trauma  system  in  Orange  Coun- 
ty- 

Dr.  West  describes  the  results  of  establishing  a 
trauma  system  network  that  involves  every  aspect  of 
emergency  care  from  the  streets  to  the  community 
hospitals  to  the  trauma  centers: 

“In  1980  we  established  a county- wide  system  of 
trauma  care  and  we  have  done  an  autopsy  evaluation  of 
our  first  year’s  experience.  We  found  the  percent  of 
potentially  preventable  non-CNS  motor  vehicle  deaths 
was  reduced  from  approximately  70%  to  9%  following 
the  implementation  of  a trauma  system.  . . . We  must 
recognize  that  at  the  present  time  many  young,  other- 
wise healthy  trauma  victims  are  dying  unnecessarily.  It 
is  up  to  the  medical  community  to  respond  to  this 
challenge  and  prevent  this  unnecessary  loss  of  life.’’ 

Rural  practitioners  like  Dr.  Willis  Israel  in  Wedowee 
and  Dr.  Andy  Kirk  in  Enterprise  have  proven  that  small 
communities  can  provide  superb  trauma  care.  They 
have  not  only  become  proficient  in  trauma  care  but 
spend  their  time  teaching  other  doctors  as  well  as  nurses 
and  EMTs. 

There  is  no  reason  that  every  community  in  Alabama 
could  not  be  proficient  in  treating  trauma.  It  only  re- 
quires that  local  doctors  invest  a few  hours  of  their  time 
to  further  their  training  by  taking  the  ATLS  course  as 

continued  on  page  39 


Specializing  in  the  treatment  of  alcoholism  and  drug  dependency  conditions 
311  Jones  Mill  • Statesboro,  Georgia  30458  • 91 2-764-6236  • JCAH  Accredited 


38  / Alabama  Medicine,  The  Journal  of  MASA 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to;  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


ASSISTANT  PROFESSOR  OF  INTERNAL  MEDICINE  — 
Graduate  of  approved  medical  school  and  approved  internship  and 
residency;  Diplomate  of,  or  eligible  for  the  American  Board  of 
Internal  Medicine.  Previous  academic  experience  desirable  but  not 
essential.  A strong  interest  in  primary  care  teaching  and  clinical 
practice  is  highly  desirable.  Clinical  and/or  basic  research  interest 
and  activity  is  strongly  encouraged.  Send  C.V.  to  Dr.  Wm.  W. 
Wintemitz,  College  of  Community  Health  Sciences,  University  of 
Alabama,  Box  6291,  University,  Alabama  35486.  The  University 
of  Alabama  is  an  equal  opportunity/affirmative  action  employer. 


EMERGENCY  MEDICINE.  Immediate  full-time  positions  avail- 
able in  emergency  departments  located  in  central  and  south  Missis- 
sippi. Excellent  benefits  package.  Quality  rural  and  metropolitan 
hospitals.  Part-time  positions  are  also  available.  For  a unique  career 
opportunity,  respond  in  confidence  to;  Mississippi  Emergency 
Association,  P.  A.,  1755  Lelia  Drive,  Suite  100,  Jackson,  Missis- 
sippi 39216-4883  or  call  Dr.  Jim  Heflin,  Director  of  Physician 
Recruitment  at  (601)  366-6503. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-GYN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D.,  #33  Medical  Park, 
Valley,  Alabama  36864. 

Physicians  Signature  Loans  to  $50,(XX).  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (8(X))  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


ALABAMA:  Positions  available  immediately  for  Medical  Direc- 
tors of  freestanding  emergency  clinics.  Physicians  must  be  board 
prepared/board  certified  in  emergency  medicine,  family  practice,  or 
general  surgery.  ACLS  and  ATLS  artification  required.  Salary  base 
plus  percentage  of  gross  (appx.  S125,0(X)-$150,(K)0  per  year)  with 
substantial  benefit  package.  Contact  Phillip  K.  Bobo,  M.D., 
Emergency  Management,  P C. , Suite  522,  Alabama  Federal  Build- 
ing, Tuscaloosa,  Alabama  35401,  205-345-2326. 


COMPUTER  FOR  SALE  — Demo  unit  with  medical  software 
applications  for  insurance  prcKcssing,  statement  printing  & elec- 
tronic claims  transfer  to  Blue  Cross/Bluc  Shield.  Contact  Sharon 
Prince  205-945-82(X),  Scako,  Inc. 


ARCHITECTURE  PROFESSIONAL  SERVICES  AVAILABLE. 
William  R.  Schauer  — Architect  — 3814  5th  Ct  N,  Birmingham, 
AL.  Solar  Energy  Design  — Economics  — Interiors/Dial  205  252 
5151. 


1985  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-14  days  year-round.  Approved  for  20-24  CME 
Cat.  1 credits  (AMA/PRA)  & AAFP  prescribed  credit.  Distin- 
guished professors.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN, 
MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information;  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549- 
0869. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


Operation  “Mercy,  Doc”  is  seeking  Christian  physicians  who  will 
be  part  of  mission  teams  for  two  week  trips  to  the  Philippines. 
Contact  Dr.  Thomas  H.  Williams,  Jr.,  Montgomery,  Alabama 
288-7701. 


General  Surgeons,  Internists  and  Family  Practitioners  in- 
terested in  practice  opportunities  in  the  Southeast,  please 
contact:  Director,  Physician  Recruitment,  P.O.  Box  2345, 
Anniston,  AL  36202;  (205)  236-2907. 


Trauni3  Care  continued  from  page  38 

well  as  offering  some  guidance  to  those  EMTs  who 
serve  as  their  physician’s  hands  in  the  field.  I can  think 
of  no  other  investment  that  could  have  such  a beneficial 
affect  on  the  quality  of  trauma  care  in  Alabama. 

Until  total  improvement  of  trauma  care  occurs 
statewide,  it  might  be  wise  to  carefully  choose  the 
county  in  which  you  have  an  accident.  0 
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MALADIES  OF  MUMMIES 

A Venture  in  Biohistory 


Why,  you  might  ask,  would  anyone  wish  to  autopsy 
a mummy?  What  point  could  there  be  in  establishing  a 
probable  cause  of  death  5000  years  after  the  fact?  Sheer 
curiosity  might  be  sufficient  motivation  for  some,  but 
the  group  of  paleopathologists  who  worked  for  several 
years  in  cooperation  with  physical  anthropologists,  an 
Egyptologist,  a pediatrician,  a physiologist  and  others 
on  “PUM  H”  (for  Pennsylvania  University  Museum, 
mummy  two)  had  larger  aims  in  view.  They  hoped  to 
make  a major  contribution  to  the  field  of  biohistory,  a 
study  of  the  long  term  interactions  of  man,  his  environ- 
ment and  his  diseases. 

Among  the  group’s  findings  was  the  world’s  oldest 
case  of  silica  damage  to  the  lungs,  which  they  attributed 
to  inhaling  sand  from  desert  windstorms.  Israeli  scien- 
tists have  found  the  same  results  in  desert  Bedouins. 

The  egg  of  a parasitic  roundworm  was  in  PUM  H’s 
intestine.  Other  mummies  had  schistosome  and  tape- 
worm eggs,  none  of  which  is  surprising,  and  many 
showed  evidence  of  malaria. 


But  perhaps  the  most  important  finding  of  research 
on  both  artificial  and  natural  mummies  from  both 
hemispheres  relates  to  two  of  the  major  killers^of  our 
time.  All  research  to  date  seems  to  show  that  cancer 
was  absent  or  relatively  rare  until  recent  times,  so  that 
environmental  conditions  and  lifestyles  — tobacco, 
industrial  pollution,  radiation,  and  perhaps  diet  and 
evolving  viruses  — may  reasonably  be  considered  ma- 
jor factors  in  its  cause. 

On  the  other  hand,  whatever  environmental  or  life- 
style factors  contribute  to  arteriosclerosis  and  heart 
attacks,  as  well  as  arthritis,  must  already  have  been 
present  at  least  5000  years  ago,  since  many  Egyptians 
who  survived  early  adulthood  suffered  from  these 
maladies.  It  seems  only  fair  to  add,  however,  that  the 
ancient  Near  East  already  had  an  urban  society  5000 
years  ago,  least  we  be  tempted  to  let  “urban  stress’’ 
entirely  off  the  hook. 

Information  on  the  work  of  the  paleopathologists  has 
been  gathered  from  one  of  the  chapters  in  Arno  Kar- 
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len’s  new  book  Napoleon’ s Glands  and  Other  Ventures 
in  Biohistory  (Boston:  Little,  Brown  & Co.,  1984). 
Having  dealt  with  Napoleon  in  a previous  article,  I will 
ignore  him  and  his  glands  for  the  moment,  except  to  say 
that  Karlen  finds  evidence  the  glands  were  perfectly 
normal,  and  follows  Dr.  Wardner  Ayer  in  attributing 
most  of  Napoleon’s  medical  problems  to  schistoso- 
miasis, contracted  on  the  Egyptian  expedition.  ‘ Except 
on  his  eighth  chapter  dealing  with  human  sexuality 
(“The  Upright,  the  Erotic”),  Karlen  has  done  little 
original  research,  but  he  does  an  excellent  job  of  find- 
ing, evaluating  and  publicizing  the  works  of  others. 

Studies  of  mummies  and  of  still  older  skeletal  re- 
mains have  revealed  some  interesting  things  about  what 
historians  consider  the  starting  point  of  higher  civiliza- 
tions, the  neolithic  revolution,  or  the  domestication  of 
plants  and  animals.  The  switch  from  hunter-gatherer  to 
agricultural  settlements  may  have  provided  a more  se- 
cure food  supply,  but  not  necessarily  better  nutrition. 
Almost  universally  the  advent  of  agriculture  seemed  to 
bring  an  over-dependence  on  cereals  and  a lack  of 
protein  in  the  diet,  with  a consequent  stunting  of 
growth.  There  was  a marked  decrease,  for  example,  in 
the  size  of  the  ancient  Greeks  when  agriculture  was  first 
introduced,  and  more  growth  with  the  return  of  a more 
varied  diet  about  5000  years  later. 

A similar  improvement  in  height  took  place  in  1 1th 
century  Europe  with  the  introduction  of  the  three-field 
system  of  crop  rotation  and  the  addition  of  legumes  to 
the  cereal-dependant  diet,  although  Karlen  does  not 
refer  to  this. 

The  most  striking  evidence  of  malnutrition  due  to  a 
drastically  unbalanced  agricultural  diet,  however, 
comes  from  the  Mayan  areas  of  central  America  where 
an  over-dependence  on  maize  has  left  evidence  of  iron- 
deficiency  anemia  gradually  becoming  worse  in  a 
worn-out  iron-poor  soil. 

Some  interesting  evidence  on  more  remote  prehistor- 
ic times  has  also  been  unearthed  in  biohistorical  stud- 
ies. Although  it  is  well  known  that  successful  trepana- 
tions were  carried  out  in  ancient  Egypt,  a society  with 
relatively  high  medical  standards,  to  me  at  least  it  was  a 
surprise  to  learn  that  the  operation  was  common  in 
Europe  10,000  years  ago,  and  in  Peru  several  thousand 
years  ago.  (Karlen,  p.  131)  The  pollen  from  medicinal 
herbs  has  been  found  in  association  with  Neanderthal 
skeletons  55,000  to  60,000  years  old,  and  the  number 
of  healed  fractures  in  ancient  skeletons  is  at  least  evi- 
dence that  prehistoric  families  and/or  groups  would 
nurse  each  other  back  to  health. 

Studies  of  ancient  teeth  and  skulls  in  Nubia,  where 
they  can  be  compared  with  their  direct  descendants 
today,  have  revealed  that  although  they  were  not 
plagued  with  dental  carries  in  their  almost  sugar-free 


diet,  they  had  other  problems  just  as  serious.  Their 
coarse  foods  and  the  coarser  windblown  sand  they 
could  never  entirely  keep  out  of  their  foods  often  wore 
their  teeth  down  to  the  gum,  exposed  the  pulp,  and  led 
to  abscesses,  chronic  infection  and  tooth  loss. 

The  Michigan  study  of  5000  Nubian  skulls  compared 
with  2000  modem  Nubians  also  found  a definite  evolu- 
tionary trend  towards  smaller  faces  and  jaws  but  no 
change  in  tooth  size,  a fact,  notes  Karlen,  of  some  value 
at  least  to  orthodontists  and  their  stockbrokers. 

One  ailment  which  has  definitely  increased  with 
civilization  has  been  lead  poisoning.  Karlen  devotes  a 
whole  chapter  to  the  piling  up  of  lead  in  our  atmosphere 
and  the  recognition  of  lead  poisoning  through  the  cen- 
turies. In  the  time  of  Augustus,  for  example,  there  were 
decrees  against  the  use  of  lead  for  water  pipes  since  the 
dangers  were  known.  Karlen  is  alarmed  that  Americans 
have  been  so  slow  to  convert  to  lead-free  gasoline.  He 
is  no  fanatic. 

Comparing  the  research  of  the  automotive  industries 
on  plumbism  to  that  of  the  tobacco  industries  on  the 
dangers  of  cigarette  smoking,  he  says  that  large  cor- 
porations do  often  finance  skilled  and  honest  re- 
searchers and  that  “outrage  and  paranoia  take  one  no 
closer  to  the  truth  than  corporate  fact-bending,  and 
finally  health  legislation  must  be  based  on  strong  evi- 
dence and  sound  interpretation.”  (p.  196)  On  lead,  he 
feels,  the  evidence  is  strong. 

Another  chapter,  “Bioclataclysm;  Partners  in  Ill- 
ness” takes  a fascinating  view  of  how  we  and  our 
germs  have  lived  — and  died  — with  each  other  over 
the  centuries.  This  chapter  deals  with  such  scourges  as 
typhus,  plague,  and  syphillis.  Probably  most  physi- 
cians know  more  of  such  things  than  Karlen. 

But  I found  his  comment  on  human  reactions  in- 
teresting. He  notes  the  panic  reaction  to  the  Black 
Death  or  the  plague  in  late  medieval  and  early  modem 
Europe,  where  up  to  one  third  of  the  population  was 
wiped  out.  But  how  superior  should  we  feel  in  our 
modem  age  when  29  deaths  from  legionnaire’s  disease 
in  1976  produced  a close  to  panic  reaction?  And  more 
recently  both  parents  and  teachers  in  a local  school 
district  insisted  on  excluding  from  classes  a child  who 
had  contracted  AIDS  from  a blood  transfusion. 

Biohistory  is  indeed  an  interesting  study,  with  many 
fascinating  chapters  yet  to  be  written. 

WIN  (Shepard) 
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There  is  a certain  relief  in  change,  even  though 
it  be  from  bad  to  worse;  as  I have  found  in  travel- 
ing in  a stage-coach,  that  it  is  often  a comfort  to 
shift  one’s  position  and  be  bruised  in  a new  place. 

— Washington  Irving,  1824 

It  is  my  educated  guess  that  Alabama  Physicians 
would  welcome  being  bruised  in  a new  place  about 
now.  Since  medicine  does  not  exist  in  a vacuum  but  is 
itself  a piece  of  the  continent,  a part  of  the  mainland, 
let’s  turn  to  look  at  the  kind  of  world  all  Americans  are 
entering. 

It  is  the  expressed  conviction  of  many  experts  and 
assorted  pundits  that  1985  will  find  the  United  States  in 
the  middle  of  its  new  economic  reality.  A relatively 
young  nation,  we  have  moved  in  the  short  space  of  two 
centuries  from  an  agricultural  economy  to  an  industrial 
economy  and  now  to  what,  for  the  lack  of  a better 
name,  is  being  called  the  information-based  society.  In 
this  new  economy,  earlier  dubbed  the  post-industrial 
society,  the  computer  is  king,  as  the  automobile  was  in 
the  industrial  age  we  are  now  leaving. 

Not  everyone  in  this  brave  new  world  of  1985  will 
work  with  computers,  of  course  — anymore  than 
everyone  built  automobiles  or  were  in  any  other  way 
directly  involved  in  their  production.  Nevertheless, 
semiconductors  are  now  as  central  to  our  main  pursuit 
as  internal  combustion  was  a few  short  years  ago. 


John  Naisbitt,  author  of  the  best-selling  Megatrends, 
is  convinced  that  the  American  who  doesn’t  understand 
that  the  electronics-computer  age  is  already  here  is  the 
citizen  who  is  going  to  be  left  in  the  dust.  In  a forecast 
of  1985  written  for  The  New  York  Times  as  the  old  year 
ended,  Mr.  Naisbitt  expressed  the  belief  that  most 
economists  have  been  dead  wrong  about  what  is  hap- 
pening. We  are  neither  in  a recession  nor  a recovery,  he 
said,  but  are  experiencing  the  new  computer-based, 
entrepreneurially  driven  economy  that  bears  as  much 
resemblance  to  the  smokestack  past  as  that  did  to  40 
acres  and  a mule. 

Expansion  already  commenced  will  not  come  from 
big  industry,  but  from  the  many  thousands  of  innova- 
tive businesses,  which  are  even  now  creating  virtually 
all  new  jobs  in  America.  Thousands  will  be  created. 
Many  of  them  will  die,  as  many  of  the  2,300  companies 
that  were  building  automobiles  in  the  opening  years  of 
this  century  disappeared  in  that  market  shake-out. 

Organizational  structures  of  the  hierarchy  type  are 
dead,  Mr.  Naisbitt  says.  What  American  business  and 
industry  must  do  is  what  the  most  innovative  are 
already  doing  — reinventing  the  American  workplace 
and  the  American  corporation  along  lines  of  laterally 
diffused  authority  and  shared  commitment,  rather  than 
military  organization  charts.  The  new  managers,  those 
who  will  survive,  will  not  be  order-givers  so  much  as 
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facilitators,  people  who  bring  together  the  efforts  of 
many  creative  people  and  channel  these  toward  a com- 
mon goal. 

States  that  attract  the  new  entrepreneurs  will  survive, 
while  others  will  join  the  old  industrial  Northeast  in 
stagnation.  Most  of  the  new  businesses  will  not  be  high 
tech  per  se;  only  about  10%  of  the  jobs  created  in  this 
decade  have  been  so  classified.  Most  will  be  low  tech 
but  created  by  the  technological  revolution.  Mr.  Nais- 
bitt: 

“Although  high  tech  will  not  create  many  jobs,  the 
intelligent  application  of  technology  will  generate  hun- 
dreds of  thousands  of  positions.  . . . Not  all  of  us  will 
work  with  computers.  Nevertheless,  computers  are 
changing  our  lives  and  jobs.” 

Already,  believe  it  or  not,  labor  shortages  are 
appearing  over  the  country  as  the  many  thousands  of 
new  companies  and  old  ones  alike  compete  for  chang- 
ing skills.  These  shortages  are  expected  to  become 
much  more  severe  in  the  months  and  years  ahead.  A 
major  reason  is  that  the  labor  force  is  not  growing  at 
anywhere  near  the  2.2  percent  annual  growth  rate  ex- 
perienced between  1965  and  1979,  when  most  of  the 
baby  boomers  entered  the  work  force. 

Projections  are  that  the  labor  force  will  grow  by  21 
million  between  1982  and  1995,  just  ten  years  from 
now;  from  1 10  million  to  131  million.  And  there  aren’t 
that  many  people  coming  of  age  to  supply  the  demand. 
New  jobs  are  being  created  at  a phenomenal  rate:  4 
million  in  1983,  about  that  number  last  year  and  close 
to  that  expected  this  year.  But  because  of  low  birth  rates 
during  the  last  two  decades,  only  1.5  million  people 
will  enter  the  work  force.  In  short,  there  will  be  more 
jobs  created  than  there  are  workers  to  fill  them. 


This  expansion  spells  prosperity,  Mr.  Naisbitt  says, 
prosperity  on  an  order  perhaps  never  before  experi- 
enced in  America.  Of  all  the  industrialized  nations, 
only  the  U.S.  is  creating  new  industrial  jobs  faster  than 
jobs  are  being  lost  in  the  smokestack  industries  of  the 
old  economy.  Mr.  Naisbitt  goes  so  far  to  predict  that 
1985  will  one  day  be  regarded  as  smack  dab  in  the 
middle  of  the  “booming  80s.” 

He  is  bullish  on  America  and  so  am  I.  We  are  a 
resilient,  adaptive  people,  who  dearly  love  the  excite- 
ment of  new  frontiers.  In  this  beginning  period  of 
booming  expansion,  with  rising  consumer  demand  for 
the  good  things  of  life,  medicine  can  only  benefit.  As 
they  say,  in  a high  tide  all  boats  rise. 

With  apologies  to  the  late  Charles  E.  Wilson,  Presi- 
dent Eisenhower’s  blunt  Secretary  of  Defense  who 
earned  his  wings  at  General  Motors;  What  is  good  for 
America  is  good  for  medicine.  To  which  I would  just  as 
confidently  add,  what  is  good  for  medicine  is  good  for 
America. 


LOOKING  FOR  A PHYSICIAN? 

use  MASA's  Physician  Piacement  Register 

A public  service  of  the  Medical  Associa- 
tion of  the  State  of  Alabama  conducted 
for  physicians  seeking  new  professional 
positions  and  Alabama  communities  that 
are  seeking  the  services  of  a physician. 

Call  MASA’s  Physician  Placement  Service 
(205)  263-6441 
19  S.  Jackson  street 
Montgomery,  Alabama  36197 
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The  Return  of 
The  Medicine  Show 


“The  public  be  damned.” 

All  the  good  works  in  the  life  of  railroad  magnate 
William  Henry  Vanderbilt  never  erased  that  impetuous 
and  arrogant  remark  made  on  his  special  train 
approaching  Chicago  on  Oct.  8,  1882. 

The  Vanderbilt  philanthropies  included  the  Uni- 
versity that  bears  the  family  name  and  bountiful  gifts  to 
the  College  of  Physicians  & Surgeons,  now  a part  of 
Columbia  University,  and  many  other  institutions. 
These  noble  deeds  put  the  lie  to  that  careless  remark, 
but  it  has  lived  on  as  the  emblem  of  the  arrogance  of 
power,  staining  the  name  of  an  illustrious  family. 

We  are  now  witnessing  to  a far  more  accurate  exam- 
ple of  “the  public  be  damned.”  It  can  be  seen  in  the 
attitude  of  Congress,  of  this  Administration,  in  third- 
party  payors  and  in  many  quarters  of  business  and 
industry,  as  all  opt  for  health  care  on  the  cheap. 

“The  public  be  damned”  is  now  the  unproclaimed 
battle  cry  of  those  who  are  trying  to  persuade  the 
American  people,  with  a great  deal  of  success,  that  less 
is  more,  cheaper  is  better,  and  that  bargain  basement 
medicine  is  not  only  all  the  average  American  can 
afford  but,  by  clear  implication,  all  he  deserves. 

John  Ruskin,  the  great  English  critic  and  social 


theorist  of  the  19th  Century,  once  wrote  that  nothing  in 
the  artistry  of  man  was  ever  created  that  was  not  the 
object  of  cheap  and  tawdry  imitation.  There  are  always 
men,  he  said,  willing  to  foist  the  shoddy  substitute  on  a 
gullible  public. 

The  public  be  damned,  he  said  in  substance,  has  been 
part  of  the  human  experience  down  through  the  ages. 
The  cheap  substitute  is  as  old  as  art  or  commerce. 

In  a somewhat  more  earthy  idiom,  you  may  remem- 
ber the  old  typically  American  statement  that  has  been 
around  for  a couple  of  centuries:  “If  you  want  nice, 
clean,  high  quality  oats,  you  must  pay  a fair  price  for 
them.  If  you  are  willing  to  accept  oats  that  have  already 
been  through  the  horse,  that  comes  a little  cheaper.” 

As  graceless  as  this  is,  it  says  much  about  the  savvy 
American’s  time-honored  contempt  for  the  cheap  sub- 
stitute. At  this  hour  in  the  frenetic  attack  on  the  quality 
standards  of  the  American  health  care  industry,  the 
public  may  be  temporarily  gulled  into  believing  it  is 
going  to  get  a bargain,  a real  steal.  The  belief  in  some- 
thing for  nothing  dies  hard.  It  seems  that  every  genera- 
tion can  only  learn  by  being  stung.  That  may  not  be  so 
perilous  in  normal  commerce  when  the  cut-rate  is  cloth- 
ing, gadgets,  and  other  material  things.  But  when  it 
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Angina  comes  in 
many  forms... 


So  does 

SORBITRATf 

(ISOSORBDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  thers4>v. 


2.5  mg  5 mg  10  mg  5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Sublingual  Tablets  Chewable  Tablets  Oral  "Swallow"  Tablets  Sustained  Action 

“Swallow"  Tablets 
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See  following  page  for  brief  summary  of  prescribing  information 


SORBITRATE 

(BOSORBIDEaNlTRATE) 

PtaaM  consult  lull  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbde  dinilrate)  is  indicated  for  the  treatment 
and  prevention  ot  angina  pectoris.  All  dosage  terms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
ol  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitriles  Epinephrine  and 
related  compounds  are  mettective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  ot  isosorbde  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbde  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbde  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  ot 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
abe  to  differentiate  isosorbde  dinitrate  from  placebo  after  4 weeks  of  therapy  and.  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbxJe  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbde  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkabe  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  fed  a basal-control  led  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
estabished 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed; 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur.  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  ot  organic  nitrates.  The  formation  of  methemoglobn  is  dose-related  and.  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  ol  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewabe  tablets.  5 mg;  for  oral  (swallowed) 
labels,  5 to  20  mg.  and  for  controlled-release  forms,  40  mg 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guded  by 
measurements  ol  standing  blood  pressure 

The  initial  dosage  of  subingual  or  chewabe  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported. 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinilrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Subingual  Tablets  (2.5. 5, 10  mg);  Chewable  Tablels  (5. 10  mg); 
Oral  Tablets  (5. 10. 20, 30. 40  mg);  Sustained  Action  Tablets  (40  mg) 


approaches  the  great  enduring  achievement  of  this 
country,  our  renowned  health  care  system,  the  envy  of 
governments  and  people  everywhere,  the  cheap  substi- 
tute now  being  touted  by  politicians  and  health  care 
hucksters  alike  is  an  atrocity  perpetrated  by  cynical 
men. 

The  public  is  being  told  from  all  sides  the  cheaper 
imitation  is  really  just  as  good,  maybe  even  better;  that 
all  those  tests  and  all  that  technology  are  wasteful  and 
excessive.  The  nation’s  physicians,  they  say,  have 
been  conning  you  into  believing  that  you  need  Cadillac 
medicine  when  a Chevrolet  will  do  nicely.  The  falla- 
cious idea  is  catching  hold  across  the  land  that  only 
frills  are  to  be  eliminated. 

To  pursue  the  automobile  analogy;  are  riveted  and 
welded  frames  and  reinforced  bodies  frills?  Are  engine 
blocks  made  of  the  finest  materials  modem  metallurgy 
can  provide  frills?  Are  steel-belted  radials  frills?  Are  all 
the  other  improvements  since  the  tin  lizzy  realty  just 
luxuries  that  can  be  safely  cast  aside  in  the  interest  of 
saving  a few  bucks? 

What  is  being  proposed  is  not  a good,  gray  Chev- 
rolet. The  analogy  is  false,  intended  to  deceive  the 
public  into  believing  that  the  biggest  sale  in  American 
merchandising  history,  cut-rate  medicine,  is  the  bar- 
gain of  a lifetime  that  everyone  should  rush  right  down 
and  buy. 

Most  people  know  in  their  heart  of  hearts  that  we  get 
just  about  what  we  pay  for  in  this  life.  Yet,  the  craving 
for  the  bargain,  for  something  for  nothing,  is  always 
there  in  all  of  us,  just  beneath  the  surface  of  our  better 
judgement.  When  we  yield  to  this  greed  — and  that  is 
what  it  is  — we  get  burned  again  and  chalk  it  up  to  our 
stupidity.  But  in  the  health  care  hustle  now  going  on, 
the  public  is  being  asked  to  bet  its  life  — literally,  its 
life  — on  the  guaranteed,  super- value  to  end  all  super- 
values. 

Behind  it  all  is  that  immemorial  contempt,  the  public 
be  damned.  As  sure  as  nightfall  follows  day,  the  great 
awakening  will  come  and  public  outrage  will  turn  on 
those  now  posing  as  benefactors.  But  what  a price  the 
nation  may  pay  before  this  awakening. 

It  is  a sad  commentary  on  our  enlightened  society 
that,  time  and  again,  it  must  be  demonstrated  anew  that 
less  is  not  more,  and  that  cheap  substitutes  are  usually 
trash. 
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New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 

Clinical  pharmacology  data 
from  The  New  England  Journal 
of  Medicine: 

. .when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  infarction,  their  serum 
potassium  concentrations  fall  by  about 
0.8  [mmol]  per  liter.  Hypokalemia  is 
prevented  by  selective  oeta-2 
blockade."' 


Evidence 
that  all  be 


blockers 


are  not  created  equal. 


bnce-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.^  ^ In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 
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Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details 
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The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  I 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  bela-adrenergic  receplor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  bela-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  tor  a comparable  divided  daily  dose  ot 
inderal  tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-tour  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  tour 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  ot  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  ot 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  ot  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  ot  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readiusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate 
systolic  blood  pressure,  and  the  velocity  and  extent  ot  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  ot  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance ot  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  ot  the  antimigraine  effect  of  propranolol  has  not  been  established  Bela- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  ot  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  ot  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  ot  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  tailure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  tailure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  ot 
angina  and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INlJERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  It 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  tor  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  ot  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  ot  such  agents,  e g , 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  ot  AV  block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  tor  mg  substitute  tor 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION— Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  ot  640 
mg  may  be  required  The  time  needed  tor  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE— Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose.  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  tor  use 
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Excessive  Dispensing  of 
Controlled  Substances: 
A Legal  Perspective 

By  Wendell  R.  Morgan,  J.D. 

MASA  General  Counsel 


During  a 20-month  period  ending  on  Sept.  1 , 1984, 
the  State  Board  of  Medical  Examiners  had  the 
unhappy  duty  to  deny,  revoke,  restrict,  or  accept  the 
surrender  of  the  controlled  substance  registration  cer- 
tificates of  20  Alabama  physicians. 

During  this  same  period  the  Board  conducted  14 
formal  hearings  and  devoted  untold  hours  of  its  time 
and  the  time  of  its  investigators  and  staff  to  the  inves- 
tigation of  problems  related  to  the  dispensing  and  pre- 
scribing of  controlled  drugs. 

The  majority  of  the  cases  that  reached  the  formal 
hearing  stage  and  a substantial  number  of  the  Board’s 
investigations  concerned  the  excessive  dispensing  of 
controlled  substances  by  physicians. 

What  is  excessive  dispensing? 

This  article  will  note  the  applicable  state  and  federal 
statutes  and  regulations  concerning  the  dispensing  and 
prescribing  of  controlled  drugs  and  will  explore  some 
af  the  more  common  factual  situations  that  have  given 
ri.se  to  di.sciplinary  proceedings.  A general  understand- 
ing of  the  law  and  an  awareness  of  the  applicable 
standards  of  conduct  in  the  use  and  control  of  controlled 
ind  potentially  addictive  drugs  will  assist  every  Ala- 
bama physician  in  recognizing  potential  problems  and 


dealing  with  them  in  an  effective  manner  without  the 
risk  of  disciplinary  action. 

Every  physician  knows  that  state  and  federal  law 
classifies  certain  dangerous  drugs  as  controlled  sub- 
stances and  restricts  the  dispensing  and  prescribing  of 
these  controlled  substances  to  licensed  practitioners.' 
Federal  Statutes  and  Regulations  require  that  physi- 
cians who  dispense  or  prescribe  controlled  substances 
register  with  the  Drug  Enforcement  Administration, 
which  gives  them  the  authority  to  dispense  or  prescribe 
controlled  substances  only  for  legitimate  medical  pur- 
poses and  in  the  usual  course  of  professional  practice. 

Physicians  found  to  be  prescribing  for  other  than 
legitimate  medical  purposes,  or  not  in  the  usual  course 
of  professional  practice,  are  subject  to  revocation  or 
restriction  of  their  DEA  registration  certificate  and 
possible  prosecution  under  the  federal  criminal 
statutes.^ 

The  Alabama  Uniform  Controlled  Substances  Act 
makes  the  State  Board  of  Medical  Examiners  a certify- 
ing board  for  the  issuance  of  controlled  substance  reg- 
istration certificates  to  Alabama  physicians.  That  law 
further  provides  that  a registration  certificate  may  be 
suspended  or  revoked  by  a certifying  board  upon  a 
finding  that  the  registrant  (the  physician): 
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. . . Has,  in  the  opinion  of  his  certifying  board, 
excessively  dispensed  controlled  substances  for  any 
of  his  patients.  A registrant  may  be  considered  to 
have  excessively  dispensed  controlled  substances  if 
his  certifying  board  finds  that  either  the  controlled 
substances  were  dispensed  for  no  legitimate  medical 
purpose,  or  that  the  amount  of  controlled  sub- 
stances dispensed  by  the  registrant  is  not  reasonably 
related  to  the  proper  medical  management  of  the 
patient’s  illnesses  or  conditions.  Drug  addiction 
shall  not  be  considered  an  illness  or  condition  which 
would  justify  the  continuation  of  dispensing  con- 
trolled substances,  except  in  gradually  decreasing 
dosages,  administered  to  the  patient  for  the  purpose 
of  curing  the  addiction.^ 

The  rules  and  regulations  adopted  by  the  Board  of 
Medical  Examiners  to  implement  the  provisions  of  the 
Controlled  Substance  Act  define  legitimate  medical 
purpose  as  “a  therapeutic  treatment  regime  or  program 
generally  recognized  and  accepted  in  the  field  of 
medical  science  as  being  safe  and  effective  in  the  di- 
agnosis, treatment,  correction,  or  alleviation  of  the 
specific  medical  condition  of  the  patient,  under  all 
relevant  circumstances.” 

The  rules  further  define  proper  medical  management 
as  “those  procedures  and  steps  as  undertaken  by  a 
reasonably  competent  and  well  trained  physician  in  the 
treatment  of  the  medical  condition  of  a patient  giving 
due  consideration  to  the  potential  risk  of  harmful  side 
effects,  including  addiction  to  the  drug  or  other  medica- 
tion in  question.”^ 

While  it  is  absolutely  true  that  pain  is  a medical 
condition  the  treatment  of  which  must  be  undertaken  by 
virtually  all  physicians  in  the  course  of  their  practice,  it 
is  also  my  observation  that  it  is  the  prolonged  and 
indiscriminate  treatment  of  pain  of  non-specific  origins 
which  gives  rise  to  most  of  the  drug  related  disciplinary 
problems  faced  by  the  Board  of  Medical  Examiners. 

As  an  attorney,  it  is  of  course  not  my  purpose  or 
place  to  instruct  physicians  on  the  medical  management 
of  pain.  It  is  my  purpose,  however,  to  suggest  to  physi- 
cians that  the  recognition  of  certain  simple  precautions 
in  dealing  with  the  dispensing  and  prescription  of  con- 
trolled substances  will  go  a long  way  toward  answering 
the  questions  raised  by  a choice  of  medical  treatment 
long  before  the  physician  may  be  faced  with  a formal 
hearing. 

How  does  the  Board  of  Medical  Examiners,  using 
this  general  statutory  requirement  and  the  definitions 
cited  above,  determine  when  and  under  what  circum- 
stances a physician  may  be  guilty  of  excessive  prescrib- 
ing in  a particular  fact  situation? 

As  one  whose  responsibility  it  is  to  prepare  and 
present  these  cases  to  the  Board  of  Medical  Examiners, 
I have  observed  many  common  fact  situations  which 
when  considered  with  other  relevant  circumstances 
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provide  important  indicators  to  the  Board  of  Medical 
Examiners,  as  the  finders  of  fact,  in  the  ultimate  deter- 
mination of  whether  a physician  is  guilty  of  excessive 
prescribing. 

Briefly  summarized  these  factors  are  (1)  the  exist- 
ence of  a valid  physician-patient  relationship;  (2)  the 
presence  or  absence  of  adequate  records  documenting  a 
course  of  treatment;  (3)  the  presence  or  absence  of 
appropriate  examinations  and  laboratory  tests;  (4)  rec- 
ognition of  and  referral  to  available  treatment  alterna- 
tives; (5)  use  of  alternative  medications  or  decreasing 
dosages  to  combat  the  effects  of  addiction;  (6)  knowl- 
edge of  and  accountability  for  the  total  amount  of  drugs 
prescribed  or  dispensed;  (7)  violations  of  state  and 
federal  statutes  or  regulations  governing  dispensing, 
prescription,  inventory  and  accountability  of  controlled 
substances. 

Statutory  Prohibitions  and  Regulations 

There  are  some  requirements  that  are  so  fundamental 
that  physicians  who  ignore  them  do  so  at  considerable 
risk.  In  1983  the  state  legislature  by  law  restricted  the 
legal  use  of  Schedule  II  amphetamines  and  ampheta- 
mine-like  drugs  to  the  treatment  of  five  specific  cate- 
gories of  medical  conditions  including:  (1)  narcolepsy; 
(2)  hyperkinesis;  (3)  specifically  diagnosed  brain  dys- 
function; (4)  epilepsy;  (5)  clinically  significant  de- 
pression established  by  differential  psychiatric  eval- 
uation; (6)  clinically  significant  depression  demon- 
strated to  be  caused  by  other  therapeutic  modalities. 

The  treatment  of  obesity  with  these  drugs  is  forbid- 
den. The  treatment  of  depression  is  further  restricted  to 
a period  of  30  days,  after  which  the  patient  must  be 
referred  to  a licensed  practitioner  specializing  in  the 
treatment  of  depression.^ 

The  Board  of  Medical  Examiners  has  in  its  rules 
defined  such  a licensed  practitioner  as  a psychiatrist  or 
a physician  who  devotes  a substantial  portion  of  his 
practice  to  the  specialized  treatment  of  mental  or  emo- 
tional illnesses.^ 

In  addition,  physicians  who  use  Schedule  II  amphet- 
amines for  the  treatment  of  the  medical  conditions 
permitted  by  law  must  maintain  complete  documenta- 
tion, including  the  diagnosis,  the  reason  for  prescrib- 
ing, and  the  name,  dose,  strength,  and  quantity  of  the 
drug  prescribed  or  dispensed.^ 

Physicians  who  maintain  stores  of  controlled  sub- 
stances in  their  office  for  dispensing  to  patients  are 
required  to  comply  with  both  federal  and  state  inven- 
tory and  record  keeping  requirements.® 

The  rules  of  the  Board  of  Medical  Examiners  require 
that  all  controlled  substances  be  inventoried  at  least 
every  two  years,  and  that  physicians  who  dispense 
Class  II  and  III  controlled  substances  maintain  a sepa- 
rate dispensing  record  or  log  and  further  required  to 
label  the  controlled  substances  dispensed.  Any  physi- 
cian who  regularly  dispenses  controlled  drugs  from  his 
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office  and  who  is  unfamiliar  with  these  requirements  is 
urged  to  contact  the  State  Board  of  Medical  Examiners 
and  secure  a copy  of  the  Board’s  rules. 

The  investigators  for  the  State  Board  of  Medical 
Examiners  routinely  check  the  Class  II  prescribing  of 
Alabama  physicians  by  random  periodic  surveys  of 
drug  stores  and  hospital  pharmacies  throughout  the 
state.  In  addition,  copies  of  all  order  forms  for  con- 
trolled substances  dispensed  by  physicians  are  routine- 
ly scrutinized  by  the  Board,  and  routine  checks  of 
dispensing  records  and  inventories  are  carried  out  on  a 
random  basis. 

Physician-Patient  Relationship 

The  existence  of  a valid  physician-patient  rela- 
tionship is  crucial  to  the  determination  of  whether  treat- 
ment is  offered  for  “a  legitimate  medical  purpose.” 
The  physician-patient  relationship  is  the  mutual  agree- 
ment of  the  physician  and  the  patient  that  the  patient 
will  submit  himself  to  the  treatment  of  the  physician 
and  the  physician  will  undertake  to  treat  the  patient. 
The  existence  of  such  a physician-patient  relationship 
is  best  demonstrated  by  the  presence  of  a medical 
record,  the  performance  of  the  normal  and  usual  history 
and  physical  examination  and  diagnostic  testing  by  the 
physician  and  the  initiation  of  appropriate  treatment. 

How  then  is  the  Board  to  view  the  complete  absence 
of  a medical  record,  the  complete  absence  of  any  evi- 
dence to  indicate  that  the  person  being  prescribed  for 
was  examined  or  tested  or  even  seen  by  the  physician  in 
the  normal  course,  either  while  in  the  hospital  or  office 
setting?  The  answer,  obviously,  is  that  these  facts  have 
in  many  circumstances  led  to  the  conclusion  that  there 
was  not  a valid  physician-patient  relationship  and  that 
the  provision  of  controlled  drugs  by  the  physician  to  the 
individual  was  for  reasons  other  than  the  legitimate 
treatment  of  a medical  condition. 

One  of  the  most  troubling  fact  situations  faced  by  the 
Board  is  physician  treatment  of  family  members  and 
relatives.  Since  all  physicians  are  subject  to  pressures 
from  relatives  and  family  members  for  treatment,  fre- 
quently in  settings  other  than  the  physician’s  office, 
particular  care  should  be  exercised  when  such  re- 
quested treatment  involves  the  prescribing  or  dispens- 
ing of  controlled  drugs. 

There  is  no  outright  prohibition  against  the  treatment 
of  relatives  and  family  members;  however,  such  a 
course  must  be  carefully  considered  since  it  is  the 
opinion  of  the  Board  of  Medical  Examiners  that  the 
treatment  of  close  family  members  with  controlled 
drugs  over  a significant  period  of  time  may  indicate  a 
lack  of  objectivity  and  clinical  detachment  on  the  part 
of  the  physician.  Unfortunately,  this  pattern  of  conduct 
is  also  frequently  associated  with  problems  of  self- 
medication  and  addiction  by  physicians  and  therefore 
must  be  carefully  scrutinized  by  the  Board. 


Records 

The  existence  of  an  accurate  record  of  treatment  of  a 
patient  is  also  crucial  to  the  establishment  of  a legiti- 
mate medical  purpose.  If  the  failure  to  have  any  medi- 
cal record  gives  rise  to  an  inference  that  there  may  not 
in  fact  be  a physician-patient  relationship,  then  the 
existence  of  a significantly  inaccurate  or  incomplete 
medical  record  most  certainly  gives  rise  to  inferences 
that  controlled  drugs  given  to  the  patient  were  given  in 
amounts  not  reasonably  related  to  the  proper  medical 
management  of  the  patient’s  illness. 

In  an  actual  case  before  the  Board  of  Medical  Ex- 
aminers a physician’s  medical  record  consisted  of  sim- 
ple sheets  of  paper  reflecting  a date  of  office  visit,  a 
general  description  of  the  complaint  and,  the  type  and 
quantity  of  the  drug  prescribed.  On  its  face  such  a 
record  may  appear  to  be  marginally  adequate;  however, 
upon  a closer  examination  the  record  failed  to  reveal 
that  the  physician  had  taken  any  medical  history,  or  had 
performed  any  physical  examination. 

A comparison  of  the  controlled  substance  prescrip- 
tions documented  in  the  record  with  the  actual  prescrip- 
tions retrieved  from  the  drug  stores  revealed  that  the 
physician’s  medical  record  accounted  for  substantially 
less  than  half  of  the  controlled  drugs  actually  pre- 
scribed. When  the  records  of  a number  of  other  patients 
offered  into  evidence  during  a formal  hearing  reflected 
a similar  pattern  of  prescribing,  the  Board  of  Medical 
Examiners  concluded  that  the  physician  was  guilty  of 
excessive  dispensing  by  prescribing  for  other  than 
legitimate  medical  purposes.  This  decision  was  later 
affirmed  on  appeal  to  the  Circuit  Court  of  Montgomery 
County. 

On  the  other  hand,  records  which  accurately  reflect  a 
diagnostic  assessment  of  a medical  condition  and  a 
complete  accountability  for  drugs  dispensed  or  pre- 
scribed and  which  demonstrate  that  the  physician  con- 
tinued to  be  conscious  of  the  amounts  of  controlled 
drugs  provided  to  his  patients  would  substantially  re- 
duce the  likelihood  of  a similar  finding. 

The  lesson  of  this  and  other  cases  is  clear:  physicians 
are  accountable  for  the  type  and  quantity  of  controlled 
drugs  which  they  make  available  to  their  patients  and 
accountability  requires  accurate  records.  One  of  the 
more  frequently  heard  statements  made  by  physicians 
who  are  first  confronted  with  the  magnitude  of  their 
own  prescribing  is,  “I  had  no  idea  I had  prescribed  so 
much  controlled  drugs  for  this  patient.” 

Alternative  Treatment 

Another  significant  indicator  used  by  the  Board  of 
Medical  Examiners  in  making  determinations  of 
whether  treatment  is  for  a legitimate  medical  purpose  is 
documented  evidence  that  the  physician  recognized, 
considered,  and  explored  appropriate  alternatives  to 
drug  therapy.  Referrals  to  neurological  specialists,  pain 
clinics  and  other  appropriate  alternative  treatment  mo- 
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dalities  demonstrate  that  the  physician  is  attempting  to 
address  the  medical  conditions  of  his  patient. 

The  treatment  of  patients  whose  primary  medical 
problem  is  addiction  to  controlled  substances  presents 
special  problems.  Federal  statutes  and  regulations 
strictly  prescribe  the  type  of  facility  and  the  practition- 
ers who  may  treat  narcotic  addictions.  The  Alabama 
Uniform  Controlled  Substance  Act  declares  that  drug 
addiction  is  not  considered  an  illness  or  condition 
which  would  justify  continued  dispensing  of  controlled 
substances,  except  in  gradually  decreasing  dosages 
administered  to  the  patient  for  the  purpose  of  curing  the 
addiction. 

Federal  regulations  place  further  limitations  on  the 
ability  of  the  physician  to  continue  the  treatment  of  an 
addiction  by  prescribing  controlled  substances. 

The  Drug  Enforcement  Administration’s  Physi- 
cian’s Manual  sets  out  the  following  standard: 

A physician  who  is  not  part  of  a narcotic  treatment 
program  may  administer  narcotic  drugs  to  an 
addicted  individual  on  a daily  basis  for  not  more 
than  a three-(3)  day  period  to  relieve  that  indi- 
vidual’s acute  withdrawal  symptoms  while  the 
physician  makes  arrangements  to  enroll  the  indi- 
vidual in  a narcotic  treatment  program.  This  treat- 
ment cannot  last  more  than  three  (3)  days  and  may 
not  be  renewed  or  extended. 

A hospital  that  has  no  program  on  the  premises  or  a 
physician  who  is  not  part  of  a treatment  program 
may  administer  narcotics  to  a drug  dependent  indi- 
vidual for  either  detoxification  or  maintenance  pur- 
poses if  the  individual  for  either  detoxification  or 
maintenance  purposes  if  the  individual  is  being 
treated  for  a condition  other  than  the  addiction.  It  is 
assumed  that  the  physician  or  hospital  staff*  will  not 
take  advantage  of  this  situation  and  detoxify  or 
maintain  a drug  dependent  person  who  has  sus- 
tained a very  minor  injury  or  illness  which  will  not 
prevent  him  from  going  to  a registered  program. 
Also,  a physician  is  allowed  to  exercise  his  medical 
judgment  and  to  dispense  or  administer  narcotics  to 
an  individual  for  extended  periods  for  the  purpose 
of  relieving  intractable  pain  in  which  no  other  relief 
or  cure  is  known.  An  example  of  this  would  be 
terminal  cancer  patients  or  patients  with  painful 
chronic  disorders.* 

Conclusion 

It  is  important  that  every  physician  who  utilizes 
controlled  substances  in  his  practice  recognize  and  fol- 
low the  laws,  rules  and  regulations  which  govern  their 
use.  The  magnitude  of  the  illegal  drug  market  has  lead 
to  increasing  scrutiny  of  the  physician’s  professional 
practice  by  regulators  and  law  enforcement  officials. 
Avoiding  the  complications  and  possible  adverse  con- 


sequences of  the  involvement  of  these  agencies  in  your 
practice  can  best  be  accomplished  by: 

• Using  good  clinical  judgment  and  sound  medical 
practices. 

• Knowing  and  following  state  and  federal  rules  and 
regulations. 

• Keeping  accurate  and  complete  records. 

• Recognizing  the  deceptive  practices  that  drug 
abusers  use  to  obtain  substances  for  illegal  use. 

The  staff  of  the  Alabama  Board  of  Medical  Examin- 
ers is  available  to  assist  all  physicians  with  questions 
and  problems  concerning  the  proper  use  and  control  of 
controlled  substances.  In  this  important  area  of  your 
practice,  the  ounce  of  prevention  is  worth  much  more 
than  the  pound  of  cure.  0 
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Health  Promotion  Challenges 


By  Sharon  V.  Jordan,  MPH 
Health  Educator 
Bureau  of  Primary  Prevention 
Alabama  Department  of  Public  Health 


Overview 

Since  the  mid  1970s  the  nation  has  witnessed  a re- 
surgence in  encouraging  more  and  better  health. 
This  new  awareness  of  protecting  the  public’s  health 
against  disease,  accident  and  injury  has  been  coined 
“health  promotion.’’  Every  public  medium  has  been 
inundated  with  health-related  information  ranging  from 
fitness  to  stress  control  to  holistic  health  to  automobile 
safety  and  more. 

Widespread  appeal  of  such  programs  has  attracted 
involvement  from  all  segments  of  society  such  as  in- 
dustry, learning  and  religious  institutions,  insurance 
companies,  civic  groups  and  of  course  private,  non- 
profit and  government  health  organizations. 

Our  federal  government  assumes  a major  role 
through  technical  assistance  and  the  provision  of  finan- 
cial and  informational  resources  to  stimulate  local  com- 
munities in  promoting  the  public’s  health  and  prevent- 
ing disease. 

Two  principal  viewpoints  are  held  by  the  current 
administration.  One  advocates  channeling  federal  dol- 
lars into  local  and  state  government  to  strengthen  com- 
mitment from  individuals,  civic  leaders  and  wider  com- 
munity in  support  of  health  promotion  programs  at  the 
local  level. 


Secondly,  local  control  of  program  activities  allows 
better  monitoring  of  the  process,  impact  and  outcome 
of  the  effort.  Feedback  from  staff,  consumers  and  sig- 
nificant others  in  the  community  increases  program 
visibility  and  acceptance. 

Today,  there  exist  a wealth  of  government  publica- 
tions which  signify  the  importance  of  “health  promo- 
tion’’ through  health  education  activities  in  appropriate 
settings.  Three  major  documents  which  exemplify  the 
support  of  federal  and  local  government  for  “health 
promotion’’  include:  Healthy  People,  The  Surgeon 
General’s  Report  on  Health  Promotion  and  Disease 
Prevention,^  was  issued  in  1979. 

It  challenged  the  American  people  to  renew  our 
national  commitment  to  efforts  designed  to  prevent 
disease  and  to  promote  optimal  health.  The  report  con- 
tends, the  next  major  advances  in  reducing  morbidity 
and  mortality  must  be  brought  about  by  improving  the 
delivery  of  preventive  health  services,  by  protecting 
p>eople  from  hazards  in  their  living  and  working  en- 
vironments and  by  stimulating  people  to  assume  re- 
sponsibility for  their  own  health. 

Continuous  dedication  to  the  theme  of  a national 
prevention  strategy  is  evident  in  Promoting  Health  and 


February  1985  / 19 


Preventing  Disease:  Objectives  for  the  Nation^  issued 
in  the  fall  of  1980.  Health  care  institutions  across  the 
nation  use  this  document  as  guidelines  for  health  care 
programming.  It  sets  goals  and  quantifiable  objectives 
for  fifteen  health  priority  areas  identified  in  Healthy 
People  to  be  achieved  nationwide  by  1990.  Preventive 
health  services,  health  protection  and  health  promotion 
are  suggested  categories  to  reflect  programming  activi- 
ties. These  objectives  demand  actions  by  professionals 
in  order  to  insure  healthy  people. 

A third  document,  The  Alabama  State  Health  Plan^ 
addresses  health  education  as  a fundamental  compo- 
nent in  the  delivery  of  health  care  services.  Health 
education  policies  outlines  are  designed  to  help  admin- 
istrators and  providers  deliver  health  care  services  in 
their  community  within  the  broad  context  of  preven- 
tion, health  promotion  and  education  rather  than  within 
a purely  medical  framework.  Its  goal  is  to  encourage 
assistance  in  program  planning  and  offer  practical  sug- 
gestions which  can  be  adapted  and  modified. 

Working  relationships  exist  between  government, 
professional  and  voluntary  agencies  such  as:  Depart- 
ment of  Health  and  Human  Services;  Department  of 
Education;  National  School  Health  Coalition;  and  the 
National  Center  for  Health  Education  on  the  national 
level.  Similar  activities  on  the  state  and  local  level  is  a 
direct  indication  that  collaborative  planning  can  indeed 
impact  on  the  outcomes  of  health  education  programs. 

Health  Department’s  Role 

Based  on  such  relationships  with  decision-making 
bodies  in  health  planning,  the  Alabama  Department  of 
Public  Health  maintains  a leadership  role  in  community 
health  through  health  promotion  activities  of  its  Bureau 
of  Primary  Prevention.  The  bureau’s  professionally 
trained  staff  of  health  education  and  information  spe- 
cialists provide  ideas  and  suggestions  for  program  de- 
velopment and  coordination  with  other  state  and  local 
entities  in  addition  to  serving  as  an  information/referral 
agency  for  health  data  requests.  Block  grants  and  var- 
ious other  federal  sources  provide  the  funding  for  spe- 
cial projects.  The  bureau’s  statewide  program  activities 
reflect  a number  of  the  priority  areas  identified  in 
Objectives  of  the  Nation.  Let’s  expound  on  a few. 

Priority  1:  Pregnancy  and  Infant  Health 

In  conjunction  with  the  Alabama  Department  of  Pub- 
lic Health’s  Family  Health  Administration  Division, 
the  bureau  assisted  in  the  implementation  of  a visibility 
improvement  campaign  in  1983  to  increase  participa- 
tion in  county  health  department’s  maternity  and  child 
health  (MCH)  clinics.  Promotion  activities  consisted 
of: 

(1)  distribution  of  flyers  to  county  department’s  of 
Pensions  and  Security,  900  day  care  centers  and  140 
housing  authority  offices  detailing  prenatal  and  well- 
child  services,  (2)  public  service  announcements 


(PSAs)  on  services  were  imprinted  on  Aid  to  Depen- 
dent Children  (ADC)  checks  (fifty-five  thousand  fami- 
lies received  this  information)  and,  (3)  a poster  promot- 
ing women,  infants  and  children  (WIC)  services  and 
MCH  services  were  placed  in  WIC  grocery  stores 
statewide. 

Upon  completion  of  the  campaign,  many  new  users 
of  MCH  services  indicated  their  awareness  of  available 
services  resulted  from  one  or  more  of  the  promotional 
activities. 

Priority  2:  Surveillance  and  Control  of 
Infectious  Diseases 

During  1983,  the  bureau  prepared  and  submitted  a 
proposal  to  the  U.S.  Food  and  Drug  Administration  to 
promote  the  Medical  Device  Problem  Reporting  Sys- 
tem. 

The  grant  was  approved;  therefore  Primary  Preven- 
tion and  the  Bureau  of  Licensure  and  Certification  will 
make  contacts  with  137  hospitals  and  one  HMO  in 
Alabama  to  publicize  the  availability  of  a central  sys- 
tem which  health  care  professionals  can  use  to  report 
malfunctions  or  deficiencies  in  medical  devices  or  to 
make  suggestions  for  improving  them. 

Coordination  is  through  the  United  States  Pharmo- 
copeia  and  co-sponsored  by  professional  organizations 
in  medicine,  nursing,  radiology,  intravenous  therapy, 
central  service  management  and  other  health  areas. 

In  essence,  this  program  is  a simple  and  effective 
way  to  get  direct  practitioner  observation  and  concern 
about  the  safety  or  products  in  the  health  care  system. 

Priority  3:  Occupational  Safety  and  Health 

In  case  of  Nuclear  Power  Emergency,  selected 
bureau  staff  have  been  trained  by  the  Division  of 
Radiological  Health  to  handle  media  related  activities: 
news  releases,  press  conferences,  public  inquiries  in 
regards  to  emergency  procedures  at  designated  media 
center  sites  in  a disaster  situation,  in  addition  to  assist- 
ing in  editing  health  media  guidelines  for  use  during 
radiological  emergencies.  Drills  are  conducted  each 
year  at  the  Farley  and  Browns  Ferry  Nuclear  Power 
Plants. 

Priority  4:  Accident  Prevention  and  Injury  Control 

In  1984,  the  bureau  contracted  with  Consumer  Prod- 
uct Safety  Commission  (CPSC)  to  conduct  a specified 
number  of  inspections  and  investigations  of  identified 
manufactured  goods  as  potential  or  existing  health 
hazards  to  consumers.  Selected  staff  have  been  trained 
and  commissioned  by  CPSC  to  inspect  goods  at  the 
request  of  a consumer  or  perform  investigative  checks 
of  listed  retailers  selling  goods.  Documented  field  work 
is  provided  to  CPSC  for  recommendations. 

Promotion  of  child  restraint  use  has  been  a major 
program  activity  since  1980  with  the  bureau.  Addition- 
al funding  has  expanded  activities  to  include  seat  belt 
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First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%), 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 
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Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure  Control  milder 
heart  failure  with  optimum  digitalization  and  or  diuretics  before 
ISOPTIN  IS  used  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
m ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported,  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically  Patients  with  atrial  flutter  fibrillation  and  an  acces- 
sory AV  pathway  (e  g , W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C -cardioversion  AV  block  may  occur  (3rd 
degree,  0 8%)  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and  or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and  or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result  Adequate  animal 
carcinogenicity  studies  have  not  been  performed  One  study  in  rats 
did  not  suggest  a tumongemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test  Pregnancy  Category  C There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1 ,7%), 
AV  block  3rd  degree  (0,8%),  bradycardia  HR<50'min  (1,1%),  CHF 
or  pulmonary  edema  (0  9%),  dizziness  (3  6%),  headache  (1  8%), 
fatigue  (11%),  constipation  (6  3%),  nausea  (1  6%).  The  following 
reactions,  reported  in  less  than  0,5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation  Overall  continuation  rate  of  94  5%  in  1,166  patients 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets  July  1982  2068 
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use  as  a vital  component  of  the  bureau’s  automobile 
safety  program.  Program  efforts  through  varied  activi- 
ties are  striving  to  meet  the  program  objective,  “to 
increase  seat  belt  usage  from  1 3%  to  1 8%  statewide  and 
to  increase  child  safety  seat  usage  from  21%  to  26%.’’ 

Successes  have  included:  effective  advocates  to  pass 
the  Alabama  Child  Restraint  Law;  extensive  media 
coverage  and  presentations  conducted  to  schools, 
health  facilities,  civic  and  professional  organizations; 
over  70,000  copies  of  informational  material  distrib- 
uted; major  role  in  planning  statewide  seat  belt  safety 
campaign  schedule  for  January  1985;  affiliations  with 
the  Alabama  Chapter  of  the  American  Academy  of 
Pediatrics,  Alabama  Federation  of  Women’s  Clubs, 
Kiwanis  Clubs  and  other  groups. 

Risk  Reduction  Program 

Today,  increased  emphasis  has  been  placed  on  deter- 
mining risks  to  good  health  which  has  implications  for 
any  of  the  15  priority  areas  outlined  in  Healthy  People. 
The  bureau  has  been  involved  with  health  risk  reduc- 
tion activities  since  1982.  Health  Risk  Reduction  or 
Prospective  Medicine  are  approaches  which  look  at 
diseases  and  conditions  that  are  potential  causes  of 
death  and  seek  to  prevent  their  development  or  at  least 
halt  them  in  their  earliest  stages.  Health  Risk  Appraisal 
(HRA)  is  the  tool  which  assesses  an  individual’s  risk 
status  both  quantitatively  and  qualitatively  in  order  to 
summarize  recommendations  for  achieving  a new  low- 
er risk  level. 

Recently,  the  bureau  has  been  designated  one  of 
twenty  state  health  departments  selected  nationwide  by 
the  Centers  for  Disease  Control  (CDC)  to  serve  as  a 
state  health  risk  appraisal  focal  point  for  risk  reduction 
programs.  As  part  of  this  network  technical  assistance 
is  provided  to  public  and  private  organizations 
statewide  utilizing  health  risk  appraisal  computer  soft- 
ware in  health  promotion  programs. 

Currently,  there  are  ten  HRA  projects  statewide 
within  the  network.  Just  some  idea  of  HRA  Project 
diversity,  uses  range  from  a city  wide  wellness  program 
to  a cardiovascular  rehabilitation,  occupational  health 
program  to  a university  employee  health  program  to  a 
university  medical  education  program  to  increase  resi- 
dents awareness  of  possibilities  in  preventive  health 
care.  Health  risk  appraisal  offers  a great  deal  of  poten- 
tial for  use  with  the  private  medical  community. 

Ongoing  Activities 

Some  smaller  but  important  planning  projects  in 
1984  were  with  the  Alabama  Department  of  Mental 
Health,  Rural  Health  Association  and  Commission  on 
Aging  which  demonstrates  the  bureau’s  commitment  to 
coordinate  health  promotion  efforts  with  local  orga- 
nizations to  attain  the  nation’s  health  goals. 

The  bureau  maintains  a film  library  and  health 
education  resource  center  which  includes  educational 


materials,  displays,  exhibits,  media  kits,  government 
documents  and  journals.  During  1983,  over  8,000 
films,  400,000  health  information  requests  and  approx- 
imately 700  pieces  of  equipment  have  been  distributed. 

Communicating  health  information  to  the  public  is  a 
vital  role  of  the  bureau.  Alabama's  Health  focuses  on 
health  department  activities  on  the  state  and  county 
levels  and  the  Directory  of  Community  Health  Educa- 
tion Programs  in  Alabama  identifies  program  purpose, 
services  offered  and  other  pertinent  data  are  both  pub- 
lications of  the  bureau.  During  1983  news  releases, 
PSAs  and  health  activities  totaling  10,343  were  dis- 
tributed to  media  sources  throughout  Alabama.  This 
gives  some  indication  of  the  bureau’s  multifaceted  role 
in  activities  relating  to  health  promotion,  health  educa- 
tion and  health  information. 


Prevention  and  Medical  Care 

Implications  for  integration  of  health  education  in 
private  practice  beyond  pamphlets  is  well  stated  in  the 
commentary  by  Dr.  Milton  Roemer,  MPH,  “The 
Value  of  Medical  Care  for  Health  Promotion.’’"^ 

In  the  health  care  setting,  prevention  and  medicine 
should  be  viewed  as  interdependent  agents  to  promote 
optimum  health  and  prevent  further  disease  limitation 
and  disability.  The  physician  provides  the  leadership  to 
motivate  the  patient  to  assume  responsibility  for  one’s 
health  or  identify  significant  others  to  urge  the  patient 
to  develop  positive  health  behaviors. 

Regardless  of  one’s  point  of  entry  into  the  health  care 
delivery  system,  the  potential  for  motivating  positive 
health  behaviors  exist.  Hugh  Leavell  and  Gurney  Clark 
categorize  four  levels  of  prevention:^  ( 1 ) health  promo- 
tion, (2)  protection  against  specific  disorders,  (3)  early 
disease  detection  with  prompt  treatment  and  (4)  limita- 
tion of  disability.  Consequently,  the  patient  seeking 
treatment  presents  the  opportunity  for  preventive  care 
which  is  apt  to  produce  more  change  in  behavior  than 
any  health  advertising  alone  (i.e.  health  warning  on 
cigarettes). 

How  much  preventive  service  or  medical  care  is  the 
patient  receiving;  when  the  patient  with  chest  pains  is 
advised  by  the  doctor  to  lose  weight,  exercise  mod- 
erately, sleep  more  and  stop  smoking. 

Is  it  prevention  or  medical  care  when  a pap  smear 
reveals  an  early  cervical  cancer  and  prompt  surgery 
saves  the  woman’s  life.  Roemer’s  position  is,  “the 
competent,  conscientious  physician  almost  inevitably 
gives  preventive  service  when  he  renders  medical 
care.” 

Currently,  many  physicians  are  incorporating  in- 
novative prevention  activities  in  their  daily  medical 
practice.  Educational  resources  are  available  from 
many  federal,  state  and  local  community  health  educa- 
tion programs  to  assist  practitioners  in  their  health 
promotion  programs.  In  study  after  study,  patients 
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identify  health  education  activities  as  an  important  de- 
terminant in  the  acceptance  and  satisfaction  of  services. 

Perhaps  support  from  the  medical  community  to 
encourage  medical  schools  to  integrate  prevention  with 
treatment  in  order  to  heighten  the  graduate’s  sensitivity 
to  health  promotion  but  also  to  the  entire  social  and 
environment  setting  that  influences  health. 

In  1981,  a study  was  conducted  on  the  physician’s 
role  in  health  promotion.  It  examined  the  health  promo- 
tion beliefs,  attitudes  and  practices  of  a representative 
sample  of  primary  care  physicians;  internists,  family 
and  general  practitioners  in  Massachusetts.^  The  find- 
ings are: 

Beliefs 

Of  twenty-three  health  related  behaviors  listed  in  the 
questionnaire,  the  majority  agreed  with  the  Surgeon 
General  report  on  the  relative  importance  of  eliminat- 
ing smoking,  moderating  calorie  intake,  and  using  seat 
belts  in  promoting  health.  However,  there  was  con- 
siderable less  agreement  on  the  importance  of  aerobic 
exercise,  moderate  alcohol  use,  and  nutrition. 

Recent  evidence  has  shown  that  compliant  behavior 
of  the  general  public  is  less  than  favorable  according  to 
the  recommendations  of  the  Surgeon  General  report. 


We  must  question  if  the  public’s  preceptions  of  the 
importance  of  various  health  behaviors  is  partly  due  to  a 
lack  of  consensus  among  medical  professionals.  A set 
of  health  promotion  priorities  established  and  accepted 
by  the  medical  community  may  become  necessary  to 
achieve  better  patient  compliance. 

Attitudes 

Henry  Wechsler,  Ph.D. , principal  investigator  in  the 
study  suggested  that  the  encouraging  response  of  physi- 
cians reflected  strong  positive  attitudes  and  substantial 
interest  in  health  promotion.  Many  surveyed  engage  in 
health  promotion  and  disease  prevention  activities  in 
their  daily  practice  and  show  considerable  interest  in 
expanding  their  skills  in  these  areas. 

In  this  category,  the  physicians’  confidence  in  their 
ability  to  help  patients  change  their  behavior  was  mea- 
sured in  two  ways.  First,  “very  prepared’’  to  counsel 
patients  on  different  risk  factors;  and  most  felt  comfort- 
able counseling  on  smoking,  alcohol  use  and  exercise; 
and  less  prepared  to  deal  with  diet,  drug  use  and  stress. 

The  second  measure,  currently  “very  successful”  in 
helping  patients,  most  were  successful  in  motivating 
patients  to  exercise  and  some  were  less  successful  in 
helping  patients  modify  behavior  related  to  drug  use, 
smoking,  alcohol  use  and  stress. 


If  there  are  problems 
and  there  is  drinking 
drinking  may  be  the  i 


Specializing  in  the  treatment  of  alcoholism  and  drug  dependency  conditions 
311  Jones  Mill  • Statesboro,  Georgia  30458  • 912-764-6236  • JCAH  Accredited 
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Practice 

Most  of  the  respondents  were  of  the  opinion  that  it 
was  definitely  a physicians  responsibility  to  educate 
patients  about  risk  factors.  Nearly  all  indicated  they 
routinely  gathered  information  from  patients  on  health 
behaviors. 

Support  for  Health  Promotion 

The  majority  of  physicians  stated  they  provided  pa- 
tient education  rather  than  other  health  professionals  in 
their  practice.  In  terms  of  identifying  resources  which 
might  be  valuable  in  assisting  them  with  their  patients 
they  cited:  Information  on  where  to  refer  patients, 
financial  reimbursement  for  health  promotion  services 
and  the  hiring  of  additional  staff,  literature  to  distribute 
to  patients , training  and  continuing  education  for  physi- 
cians and  support  staff. 

Recommendations  from  the  study  supporting  the 
physician’s  role  in  health  promotion  are: 

Medical  education  courses  be  designed  to  increase 
consensus  in  the  medical  community  regarding  the 
relative  importance  of  various  health  behaviors;  in- 
crease physicians  confidence  in  their  ability  to  help 
patients  change  by  providing  information  on  the  most 
successful  intervention  strategies;  provide  information 
on  support  services,  such  as  education  materials  and 
community  resources  to  instruct  physicians  in  ways  of 
enlisting  the  aid  of  other  health  personnel  to  provide 
patient  education  to  minimize  the  commitment  of  their 
time. 

Mary  Totten,  M.D.,  infers  in  her  editorial^  on  the 
study  conducted  by  Wechsler,  et  al.,  that  “physicians 
should  accept  responsibility  for  identifying  patients’ 
health  risks  and  provide  guidance,  encouragement,  and 
support  to  the  health  care  team  in  health  promotion  and 
disease  prevention  activities.’’ 

Additionally,  consideration  should  be  given  to  other 
health  care  professionals  (health  educators,  nurse  prac- 
titioners) who  are  more  accessible  and  proficient  in 
providing  these  services  as  a part  of  the  health  care 
team.  Besides  the  health  benefits  to  the  patient  it  would 
allow  more  efficient  use  of  the  physician’s  time. 

The  Health  Education  Profession 

Since  1960,  there  has  been  an  increase  of  over  200% 
in  the  number  of  professionally  prepared  health  educa- 
tors. This  trend  has  been  a very  important  factor  in  the 
development  and  maturation  of  the  health  education 
profession.** 

Who  is  the  practicing  health  education  professional? 
Today  and  in  the  past  health  education  has  been  prac- 
ticed by  many  health  professionals  from  diverse  back- 
grounds, and  even  professionals  outside  the  health 
field.  Many  such  professionals  have  received  special 
training  courses,  workshops  and  seminars  in  health 
education  and  are  very  capable  in  its  application  in 
specific  areas. 


However,  the  scope  of  their  training,  skills  and  com- 
mand of  methods  used  in  health  education  are  bound  to 
be  restricted.  The  professionally  trained  health  educa- 
tor or  health  education  specialist  possesses  a combina- 
tion of  competences  completely  designed  to  influence 
the  total  range  of  people’s  health  knowledge,  attitudes 
and  behavior.^ 

Health  education  is  more  than  adult  education.  It  is 
more  than  public  relations.  It  is  more  than  public  in- 
formation campaigns  and  the  use  of  mass  media.  It  is 
more  than  community  organization.  It  encompasses  all 
of  these  and  more.**^  Total  program  development  is 
contingent  on  the  overlapping  process  of  (1)  needs 
assessment,  (2)  planning,  (3)  implementation  and  (4) 
evaluation. 

Accountability  and  acceptability  in  the  practice  of 
health  education  hinges  on  evaluation  as  a continuous 
process  of  program  assessment  at  every  stage.  A clear 
understanding  of  this  process  improves  the  quality  of 
health  education  programming. 

It  is  apparent  that  the  increase  of  professionally 
trained  health  educators  has  served  as  a catalyst  for  the 
movement  in  this  country  toward  the  credentialing  and 
unifying  efforts  of  health  educators.  Hopefully,  this 
would  alleviate  problems  of  unprepared  health  educa- 
tors and  inconsistencies  in  professional  preparation 
programs.  The  credentialing  movement  was  initiated  in 
1978  with  the  creation  of  the  National  Task  Force  on 
the  Professional  Preparation  and  Practice  of  Health 
Educators." 

In  Alabama,  two  organizations  enhance  the  account- 
ability of  the  health  education  profession.  The  Health 
Education  Section  of  the  Alabama  Public  Health  asso- 
ciation functions  as  a communication  network  of  indi- 
viduals involved  in  health  education  and  provides  up- 
to-date  health  promotion  resources  to  groups  in  the 
health  education  field. 

Next,  the  Health  Educators  Association  of  Alabama 
maintains  a registry  of  professionally  trained  health 
educators  statewide,  sponsors  conferences,  institutes 
and  workshops,  and  research  activities  in  cooperation 
with  other  agencies  and  organizations. 

Summary 

Many  parallels  can  be  drawn  from  national,  state  and 
local  efforts  to  develop  a sound  prevention  strategy. 
The  key  to  this  national  effort  are  health  professionals 
and  various  sectors  of  the  community  to  achieve  the 
national  health  goals.  Based  on  these  goals,  health 
actions  are  demanded  in  15  problem  areas  outlined  in 
Healthy  People  and  Promoting  Health  and  Preventing 
Disease. 

Now,  health  service  block  grants  enables  states  to  set 
program  priorities  to  meet  their  population  needs.  With 
this  type  of  program  flexibility  and  guidance  from  the 
federal  government,  the  promotion  activities  of  the 
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Bureau  of  Primary  Prevention  have  been  successful 
statewide. 

Its  commitment  to  the  nations  goals  is  highlighted  by 
special  programs  relating  to  health  promotion,  health 
protection  and  preventive  health  services.  Special  proj- 
ects of  the  Bureau  must  be  viewed  consistently  with  the 
on-going  departmental  programs  of  the  Alabama  De- 
partment of  Public  Health  which  addresses  many  of  the 
15  health  priority  areas  targeted  for  the  nation. 

The  guidance  and  the  leadership  of  the  medical  pro- 
fession is  needed  to  help  prevention  become  a reality, 
the  doctor’s  office  is  a good  setting  to  teach  people  how 
they  can  protect  their  health  and  promote  their  own  well 
being.  A case  in  point,”  medical  educators  can  pave 
the  way  for  a health  care  system  which  stresses  preven- 
tion.” 

Educating  physicians  in  methods  of  prevention  is  the 
cornerstone  of  how  well  those  efforts  will  work  and 
how  well  they  will  succeed  in  the  physician-patient 
relationship  toward  health  promotion.*^  Increased 
emphasis  on  continuing  education  is  needed  to  enlight- 
en the  private  practice  physician  and/or  members  of 
their  health  team  on  topics  concerned  with  health  pro- 
motion and  disease  prevention.  IZl 
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The 

Rx>nt  Line 
Against 
Cancer 

' New  Issues  in  Colon  and  Breast  Cancer' 
is  a seminar  focusing  on  these  two  prevalent 
cancer  sites.  Our  goal  is  to  provide  information 
on  new  approaches  to  physicians  involved 
in  the  front-line  fight  against  cancer 
general  surgeons,  family  practice  specialists 
and  gynecologists,  as  well  as  those 
in  oncological  specialties. 


Nationally  acclaimed  speakers  are: 

WillUm  Webb,  M.D.,  FACS 

President,  Alabama  Chapter,  American  College  of  Surgeons 

Kirby  Bland,  M.D..  FACS 

Vice  chairman,  Department  of  Surgery 
chief.  Division  of  Surgical  Oncology 
University  of  Florida.  Gainesville.  Florida 


Leonard  L Gunderson,  M.D. 

Department  of  Therapeutic 
Radiology.  Mayo  Clinic, 
Rochester,  MN 


Robert  H.  Rudolph,  M.D. 

Head.  Secton  of  Medical 
Oncology.  Mason  Clinic 
Cancer  Center,  Seattle.  WA 


Thomas  A.  Gaskin,  M.D.,  FACS 

Alabama  Chairman,  Field  Liaison  Program, 
Commission  on  Cancer,  American  College  of 
Surgeons;  Associate  Director  Medical  Education. 
Baptist  Medical  Center  Princeton 


Rudolph  Navaii,  M.D.,  Ph.D., 

Dept  of  Internal  Medicine 
Simon-Williamson  Clinic,  PA 
Birmingham,  AL 


Benjamin  H.  Johnson,  III,  M.D. 

cJept  of  Surgery,  ^ptist 
Medical  Center  Princeton 
Birmingham,  AL 


ACCREDITATION  - CME 

As  an  organization  accredited  for  Continuing 
Medical  Education,  Baptist  Medical  Centers 
certifies  this  continuing  medical  activity 
as  meeting  the  criteria  for  five  hours  in 
Category  I of  the  Physician's  Recognition 
Award  of  the  American  Medical  Association. 


the  Gordon  L.R36S 

QMNCER  C:ENIER 

of  Baptist  Medical  Center  Princeton 
A Member  of  the  Baptist  Medical  Centers  System  of  Birmingham 
Co-sponsored  by  the  American  Cancer  Society, 
lefferson  County  Division 


March  1,  1983 


Haynes  Auditorium, 

Baptist  Medical  Center  Princeton 
Registration  beginning  at  7:30  a.m. 

For  more  information,  call  toll  free  in  Alabama 

1-800-822-6000 

Out-of-state,  call  1-205-783-3920 
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Colorectal  Health  Check 

Michael  J.  Norgard,  M.D.* 

Bradley  K.  Fishert 


The  American  Cancer  Society  introduces  a 
professional  and  public  education  program  on 
America’s  number  two  cancer  killer. 


The  Alabama  Division  of  the  American  Cancer  Soci- 
ety (ACS)  has  embarked  on  an  ambitious  three- 
year  program  designed  to  reduce  the  State’s  death  toll 
from  colorectal  cancer,  which  this  year  will  strike  an 
estimated  1,700  Alabamians. 

Physicians  should  be  aware  of  the  campaign  and  be 
prepared  for  increased  requests  from  patients  for  in- 
formation on  tests  for  colorectal  cancer. 

The  Colorectal  Health  Check  program  is  part  of  a 
nationwide  ACS  campaign  to  expand  the  use  of  the 
three  standard  diagnostic  techniques  for  the  early  detec- 
tion of  colorectal  cancer  in  asymptomatic  patients.  The 
public  awareness  campaign  will  promote  the  use  of 
proctosigmoidoscopy,  which  with  a flexible  35mm 
scope  can  detect  more  than  60  percent  of  colorectal 
cancer;  digital  rectal  examination,  by  which  12  to  15 
percent  of  all  colorectal  cancer  can  be  found;  and  the 
stool  blood  test. 

The  campaign  will  focus  on  individuals  past  the  age 
of  50,  since  93  percent  of  colorectal  cancers  are  found 

• Medical  Oncologist.  Montgomery.  Alabama  Chairman.  Professional  Education 
Committee.  Alabama  Division.  American  Cancer  Society. 

f Coordinator  of  Corporate  Communications.  Druid  City  Hospital.  Regional 
Medical  Center,  Tuscaloosa,  Alabama. 


in  the  over  50  age  group.  Broad  goals  of  the  campaign 
will  be  to  increase  the  number  of  adults  reached  with 
educational  programs  about  colorectal  cancer  and  to 
provide  continuing  medical  education  programs  on  the 
physician’s  role  in  the  early  detection  of  this  disease. 

Toward  that  end,  the  ACS  and  the  Memorial  Sloan- 
Kettering  Continuing  Medical  Education  Office  are 
sponsoring  a half-day  professional  education  program 
on  Thursday,  December  6,  in  Montgomery.  The  pro- 
gram will  feature  guest  lecturer  Bernard  Levin,  M.D., 
Associate  Professor  of  Medicine  at  the  University  of 
Chicago  Hospitals  and  Clinics.  The  program  will  run 
from  8 a.m.  to  noon  at  the  Madison  Hotel  in  Montgom- 
ery. The  Society  will  also  collaborate  with  the  Alabama 
Society  of  Gastrointestinal  Endoscopy,  the  Alabama 
Society  of  Clinical  Oncology  and  other  medical  groups 
in  developing  programs  to  encourage  wider  use  by 
physicians  of  the  35mm  flexible  sigmoidoscope.  You 
may  check  with  your  local  ACS  chapter  about  the 
availability  of  such  a program  in  your  area. 

The  three  year  goals  of  a successful  Colorectal 
Health  Check  program  are: 

• The  number  of  patients  past  the  age  of  50  who  have 
ever  had  a proctoscopic  examination  will  rise  from 
the  present  36  percent  to  50  percent. 

• The  number  of  patients  past  the  age  of  50  who  ever 
had  a digital  examination  will  rise  from  the  present 
52  percent  to  66  percent. 
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• The  number  of  patients  past  the  age  of  50  who  have 
ever  had  a stool  blood  test  will  rise  from  the  pres- 
ent 19  percent  to  40  percent. 

If  only  10  percent  of  those  in  the  over-50  target  group 
who  are  not  now  being  regularly  examined  for  colorec- 
tal cancer  would  obtain  examination  during  each  of  the 
next  three  years,  the  ACS  estimates  that  10,500  lives 
could  be  saved,  resulting  in  savings  of  more  than  $160 
million  in  treatment  costs  and  preventing  the  loss  of 
$100  million  in  earnings.  The  lives  of  another  470,000 
persons  would  be  saved  if  the  nation’s  entire  adult 
population  past  the  age  of  50  could  be  examined 
annually  for  colorectal  cancer  until  the  age  of  74.  This 
would  result  in  $3.5  billion  saved  in  treatment  costs  and 
$3.7  billion  in  saved  earnings. 

Recommended  checkup  guidelines  for  asympto- 
matic patients  include  annual  digital  examinations  from 
age  40  on,  annual  stool  blood  test  from  age  50  on  and 
sigmoidoscopy  every  three  to  five  years  after  the  age  of 
50. 

Patients  who  are  at  higher  risk  due  to  a history  of 
familial  polyposis,  Gardner’s  syndrome,  ulcerative 
colitis,  a history  of  polyps  or  prior  colon  cancer,  and  a 
family  history  of  cancer  of  the  colon  or  rectum  may 
need  to  have  more  frequent  and  intensive  examinations 
beginning  at  an  earlier  age.  The  detection  schedule  and 
methods  should  be  determined  by  their  physician. 

The  Colorectal  Health  Check  program  follows  a pub- 
lic opinion  survey  performed  by  the  firm  of  Leo  J. 
Shapiro  and  Associates,  Inc.,  in  1982.  The  survey 
showed  that  only  about  one-fourth  of  American  adults 
over  40  could  recall  ever  having  been  examined  for 
colorectal  cancer  and  that  most  of  the  respondents  were 
misinformed  about  colorectal  cancer  and  harbored  un- 
realistic fears  about  the  disease. 

Most  respondents,  for  instance,  did  not  know  of  the 
existence  of  techniques  for  early  detection  of  these 
cancers,  and  they  wrongly  associated  colorectal  cancer 
with  low  survival  rates.  Current  survival  rates  are  more 
than  75  percent  if  the  disease  is  detected  and  treated 
when  it  is  in  a localized  state.  The  survey  also  revealed 
that  the  fear  of  colorectal  cancer  is  due  in  part  to  the 
general  misconception  that  treatment  always  requires  a 
permanent  colostomy.  Current  statistics  show  that  a 
permanent  colostomy  is  seldom  required  for  colon  can- 
cer and  is  required  in  only  15  percent  of  cancer  of  the 
rectum  cases. 

Physicians  will  play  a vital  role  in  this  campaign, 
both  in  informing  their  patients  and  in  administering 
detection  tests.  It  is  the  physician  who  will  determine 
the  appropriate  detection  method  for  each  individual. 
The  Alabama  Division  of  the  ACS  has  a variety  of 
professional  and  public  education  materials  available 
on  this  subject.  You  may  obtain  a listing  of  the  mate- 
rials by  writing  the  American  Cancer  Society,  Alabama 
Division,  402  Office  Park  Drive,  Birmingham,  Ala- 
bama 35233. 

30  / Alabama  Medicine,  The  Journal  of  MASA 


References 

1 . Fink . Diane  J . , Facts  about  Colorectal  Cancer  Detection . Ca  — A Cancer  Journal 
for  Clinicians,  33:366-368,  1983. 

2 . Cancer  of  the  Colon  and  Rectum:  Summary  of  a Public  Attitude  Survey . Ca  — A 
Cancer  Journal  for  Clinicians,  33:359-366,  1983 

3.  Cancer  Facts  and  Figures,  1984.  The  American  Cancer  Society,  83-500M-No. 

5008-LE.  in 


TEST 

YOURSELF 


Do  20  percent  of  all  adults  change  address 
annually? 


YES  And  a good  reason  to  keep  your 
customer  credit  information  up-to-date. 
Two  out  of  three  people  will  move  in  the 
next  five  years  or  one  in  five  will  move 
every  year. 


TEST  YOURSELF  is  one  of  a series  provided 
by  l.C.  System,  the  company  offering  the 
collection  program  approved  for  use  by 
our  membership. 


. l.C.  SYSTEM,  INC. 


Present 


MPM 


1000 


MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

‘Discounts  on  IBM  and  Texas  Instruments  Hardware  ‘Discounts  on  Software  ‘Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes; 

‘Hardware  (IBM  or  Texas  Instruments) 

‘Software 
‘T  raining 

‘After  Sale  Support 

‘Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include;  Optional  Programs  include; 


‘Patient  Profiles 
‘Accounts  Receivable/Billing 
‘Insurance  Processing/Tracking 
‘Collection  System 
‘Recall  Notices 

‘Full  line  of  Management  Reports 
‘And  much  more  . . . 


‘Word  Processing 
‘General  Ledger 
‘Accounts  Payable 
‘Payroll 

‘Inventory  Control 
‘Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205-945-1840 

or 


Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491-1000 


YES! 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Name 


Address 


City 


State 

Office  Phone 


Zip 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


LETTERS 


Rose-Colored  Glasses 


Editor,  Alabama  Medicine: 

I have  read  and  re-read  Dr.  Jack  Hyman’s  Presi- 
dent’s Page  in  the  December  issue  of  Alabama  Medi- 
cine entitled  “The  Joy  of  Serving  Man,’’  and  each  time 
I came  to  the  same  conclusion,  namely,  to  paraphrase 
Shakespeare,  that  the  article  was  “full  of  sound  and 
fury  signifying  nothing.’’ 

It  was  sprinkled  liberally  with  such  catchy  phrases 
and  cliches  as  “the  soul  of  medicine,”  “the  torch  of 
our  great  heritage,”  “our  profession  is  amazingly  dur- 
able,” “heads  bloody  but  unbowed,”  “medicine  is 
unconquerable,”  “a  disciplined  profession,”  and 
more.  But  in  the  light  of  recent  events  both  in  and  out  of 
our  profession,  each  phrase  has  a hollow  ring. 

I must  confess  that  I did  not  catch  the  meaning  of  Dr. 
Hyman’s  beautiful  tribute  to  medicine  — that  it  was 
amazingly  durable,  that  it  will  live  on  despite  indigni- 
ties and  blows  of  politicians,  that  it  was  unconquerable 
and  indestructible,  that  not  only  has  it  endured;  it  has 
prevailed.  I submit  that  by  the  very  nature  of  the  profes- 
sion, it  will  endure  and  prevail,  that  it  is  indestructible. 

It  has  endured  and  lived  on  in  Great  Britain,  in 
Sweden,  in  Soviet  Russia,  even  in  China,  Asia  and 
Africa,  despite  these  diverse  ideologies  and  political 
systems.  The  medical  profession  is  as  old  as  (or  older 
than)  antiquity  and  depends  upon  no  kind  of  political  or 
bureaucratic  dominance  for  its  survival. 

Dr.  Hyman  states  that  our  patients  “don’t  seem  to 
have  changed  their  attitudes  toward  us.  . . .”  I,  for 
one,  can’t  be  too  sure  of  that.  If  this  were  so,  I wonder 
why  the  AMA  is  about  to  launch  upon  an  expensive 
public  relations  campaign  to  enhance  the  public  image 
of  the  physician.  We  are  advised  frequently  to  enlist  our 
patients  in  our  behalf  in  our  struggle  with  the  politi- 
cians. Do  you  think  we  can  gain  a sympathetic  ear  when 
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the  entire  public  knows  that  physicians’  fees  complete- 
ly outpaced  the  rate  of  inflation  in  the  past  few  years; 
when  our  own  AMA,  as  well  as  such  journals  as  the 
Physician’s  Financial  Report  and  Medical  Economics, 
report  that  the  average  net  income  of  physicians  is 
around  $90,000  to  $100,000  per  year? 

This,  of  course,  does  not  include  radiologists,  pa- 
thologists or  anesthesiologists  whose  reported  net  in- 
come is  well  over  $150,000.  I emphasize  the  word 
“net”  because  that  means  that  office  overhead  and 
medical  malpractice  premiums  have  been  taken  into 
account  already. 

In  citing  the  higher  moral  tone  of  medicine  over 
politics.  Dr.  Hyman  quotes  Will  Durant  as  saying  it  is 
“one  of  the  few  professions  in  which  ethics  is  allowed 
to  interfere  with  income.”  Really?  A family  physician 
in  Indiana  has  joined  the  AMA  lawsuit  against  HHS 
because  he  fears  he  may  have  to  shut  down  his  rural 
part-time  office  because  the  Medicare  fee  freeze  will 
prevent  him  from  raising  his  fee  for  a routine  office 
visit  from  $20  to  $22! 

I think  that  Dr.  Hyman  sees  the  medical  profession 
through  rose-colored  glasses.  Mine  have  been  dimmed 
somewhat  by  events  as  cited  above.  Dr.  Hyman  need 
read  an  editorial  in  the  most  recent  issue  of  the  Journal 
of  the  Florida  Medical  Association  entitled  “Dishones- 
ty in  Medicine”  (as  closely  as  I can  recall  the  title)  and  I 
believe  he  would  whistle  a softer  tune. 

In  the  final  analysis,  I think  the  AMA  should  turn  its 
public  relations  campaign  around  and  aim  it  at  the 
medical  profession.  We  should  heed  Socrates’  admoni- 
tion, “Physician,  heal  thyself.” 

FRANKLIN  J.  EVANS,  M.D. 

Fayette,  Alabama 


Consider  the 
causative  organisms . . . 


cefaclor 


250-mg  Pulvules*^  t.i.d. 

offers  effecfiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ompicillin-susceptible)  (ompicillin-resistant) 


Brist  SMMury  CSMtR  tht  MCki««  Uttritiri 
MforMittti 


laiicMists  Uufi  Csclof*  icttaclof  LXiy) » mocaied  n the 
ireaiment  of  the  fotioeiAO  mfoaiofts  when  caused  tiy  susceptible 
strains  of  the  designated  microorganisms 

Lower  resonator*  mfectiorff  including  pneumonia  caused  by 
Stf$Oixoccvs  pneumoniae  iDkHococci/s  pnevmottmi  Maemoph 
Ovs  rnf/ven/ae  and  S pyogenes  igroup  A beta  hemolytic 
str^tiococcii 

Appropriate  cuiiure  and  susceonbiiitv  studms  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
loCecior 


Ceetmedtcatien  Cedof  is  coniramdKaied  n patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 


tWereieM  M PENICHLIN  SENSITIVE  PATIENTS.  CCPHAia 
SPOm  MTBOTCS  SHOULD  BE  AOMNiSTEBEt)  CAUTIOUSLY 
THERE  1$  aiNICAL  ANO  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  allergenicity  Of  the  PENOILINS  ANO  THE 
cephalosporins  ANO  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUOfNC  ANAPHYLAXIS 
TO  both  drug  CLASSES 

Antibrntcs  mciuWng  Cecfor  should  be  awianistered  cautnuefy 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particuiarty  to  drugs 

Pseudomembranous  ooMis  has  been  reponed  wnn  nrtuaify  afl 
Dtoad-spectrum  antibMJttcs  imcludmg  macrohdes  sermsynthetc 
penicillins  and  cephelosporinsj  therefore  it  is  important  lo 
consider  its  diagnosis  m patients  iHio  develop  durmea  « 
association  with  the  usa  ot  antiOioiics  Such  coMis  may  range  m 
smmrity  from  rmld  to  life  threaiemng 
Treatment  with  broatfspectrum  anubeHics  atlers  the  normd 
flora  of  the  colon  and  may  penM  overgrowth  ot  cfoetndu  Sludms 
mdicate  that  a loim  produced  by  Ctosttuhvm  atffKOt  is  one 
pTMiary  cause  of  antibotic  assooaiid  cohiw 
Mitd  cases  of  pitudomembranous  coMis  wsuafiy  respond  lo 
drug  discontinuance  alone  m moderate  lo  smmrc  cases  manage 


meni  should  include  sigmoidoscopy  appropriate  bacterioiogic 
studies  and  (tuid.  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  atier  the  drug  has  been 
discontinued  or  arhen  n is  severe  oral  vancomycin  is  the  drug 
of  choice  for  antibiofic  associated  pseudomembranous  conns 
produced  by  C ditfKtie  Other  causes  o(  coitus  should  be 
ruled  out 

Precaetiees  Genera/  PrecMions  > If  an  allergic  reaction  to 
Ceclor*  icefaclor  Lilly)  occurs  the  drug  should  be  dtscominued 
and.  If  necessary  the  patient  should  be  treated  with  appropriate 
agents  eg  pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essertiiai  if  supermfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  duect  Coombs  tests  have  been  reported  during  treat 
merit  with  the  cephalosporin  anttbroiics  m hematologic  siudies 
or  m iranslusion  cross  matching  procedures  when  amigiobuiin 
tests  ere  performed  on  the  minor  side  or  w Coombs  testing  of 
newborns  whose  mothers  have  recened  cephalosporin  antAwtics 
before  parturition  it  should  be  recognised  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  m the  presence  of 
markadfy  impaired  renal  function  Under  such  conditions  careful 
clmcal  observation  and  laboratory  studms  should  be  made 
because  saN  dosage  may  be  lower  than  that  usuiRy  recommended 
As  I resuh  of  amnmisiration  of  Cecioi  a false  positive  reecinn 
tor  glucose  m the  urme  may  occur  This  has  been  observed  with 
Benedici  s and  FeMmg  s soMiows  and  atso  with  Chrwest* 
labfets  twf  noi  with  In  tape*  iCtocose  Eiuymaiic  Test  Sfrw 
USP  litiyi 

BroaiS spectrum  wtMKS  should  be  presatoed  with  cautnn  m 
mdmduafs  with  a Nstom  ot  gestromtestmai  dmease  gerticularty 
COMrs 

l/sage  m PrtgfWKf  - Pregnancy  Carepory  0 - Reproduction 
studms  haie  been  performed  m mice  and  rets  at  dosos  up  to  t? 
times  tf«  human  doee  and  m tenets  gncn  tfvei  timei  the  maiimum 


human  dose  and  have  revealed  i>o  evidence  of  impaired  tertiiiiy 
or  harm  lo  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however  no  adequate  and  well-coniroited  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Uotners  • Small  amounts  of  Ceclor  have  been  detected 
m mother  s milk  foUowino  administration  ot  single  SOO-mg  doses 
Average  levels  were  0 id  0 20  0 21  and  0 16  mcg/ml  at  two 
three  four  and  live  hours  respectivety  Trace  amounts  were 
deteaed  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is*  administered  to  a 
nursing  woman 

Usilge  m Ctuktm  • Safety  and  etfectrveness  ot  this  product  tor 
use  m mtanis  less  than  one  month  ot  age  have  not  been  established 
Adverse  Reacttoee  Adverse  effects  coraidered  related  to  therapy 
with  Cecfor  are  uncommon  and  are  lisied  below 

Gisirottnestm!  symptoms  occur  in  about  2 S percent  ot 
patients  and  include  diarrhea  II  m 70) 

Symptoms  of  pseudomembranous  coHiis  may  appear  either 
during  or  after  antibiotic  iieaiment  Nausea  and  vomiting  have 
been  reported  rarely 

Hftmsvisiin/tif  reections  hmm  been  reported  m about  1 5 
percent  of  patients  and  include  morbilitorm  eruptions  (t  m 100) 
^uritus  urticaria  and  positive  Coombe  imis  each  occur  m less 
than  1 m 200  patienii  Cases  of  serum  sKAness  l*e  reections 
(irytyNma  mAirtorme  or  the  aboie  skm  mamtostafons  accompanmd 
by  arthrms/irthraloia  and  ireouentty  fever)  have  been  reported 
These  reecinns  are  apparemty  due  to  hypersensitivnv  and  haw 
usually  occurred  during  or  toitowing  a second  course  of  therapy 
wrth  ZkM»  Such  reactions  ham  been  reported  more  freguently 
n cMdren  than  m adwRs  SRjns  and  symptoms  usually  occur  a few 
days  afier  mrtiation  of  therapy  and  subside  wrthm  a lew  days 
after  cessatnn  of  therapy  No  senows  sequelae  have  been  reported 
AntifMsiammes  and  corticosteroids  appear  to  enhance  reioMion 
of  the  syndrome 


occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included 
eosinophitia  if  m SO  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  tOO  patienisi 

Causa/  Reletionship  Uncerinn  ~ Transitory  abnormalities  in 
clinical  laboratory  lest  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
Hepelic  ~ Slight  elevations  in  SCOT  SGPT.  or  alkaline 
phos^aiase  values  (i  m 40i 
Hemiiopoietic  - transient  fluctuations  in  leukocyte  count 
predominantly  ivmphocytosis  occurring  in  infants  and  young 
children  (f  m4oi 

Renti  • Slight  elevations  m BUN  or  serum  creeiimne  (less  than 
1 in  SOOi  or  abnormal  urinalysis  Hess  lhan  1 in  200l 
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Note  Ceclor*  icefaclor  Lilly)  is  contramdicaied  in  palienit 
with  known  allergy  lo  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin  allergic  patients 
Peniciliin  is  the  usual  drug  of  choice  in  the  treatment  and 
preventiori  of  siieplococcal  mfeciions  mcludmg  the  prophyliiis 
ot  rheumatic  fever  Sm  prescribing  informetion 
e t9B4  ELI  IILIY  ANO  COMPANY 


AdPriKMar  m/otmtnif  aiwaaPm  to 
m proArtsKw  on  mgwesr  trm 

(kltttrsnOCompenf 
mnnepoiti  mdiana  46^85 
El  IMy  leetvirm  iwc 
Ceroima  Puerto  fbco  00B30 
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There  is  a Name  for 
Quality  Psychiatric  Care 

And  Here's  Where  That 


Outstanding  Leadership  in 
Charter  Medical  Corporation. 

leadership  Stands  Out  in  Alabama. 


For  mar^  patients,  the  most  effective 
treatment  can  be  best  delivered  by 
psychiatrists,  working  with  highly 
qualified  professionals,  in  a free- 
standing hospital  whose  entire  staff 
is  dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.,  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
and  implement  an  individualized 
treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  hospital 
and  the  referring  professional,  about 
the  patient’s  status.  All  psychiatrists 
on  staff  are  Board  Certified  or  Board 
Eligible.  There  is  a wide  variety  of 
therapies  available  to  enhance 
individualized  treatment.  And  every 
Charter  Medical  Hospital  has  been 
designed  to  provide  a modem  thera- 
peutic environment  to  promote  your 
patient’s  recovery. 

Here’s  where  you  can  expect  to 
find  this  outstanding  leadership 
in  Alabama. 

Charter  Retreat  Hospital 
2205  Beltline  Road 
Decatur,  Alabama  35602 
(205)  350-1450 

Beds:  104 
Psychiatric  Staff:  9 
Programs:  Adult  and  Adolescent 
Psychiatric;  Adult  and  Young  Adult 
Addictive  Disease 

Other  Programs:  Counseling  and 
Intervention  Services  in  Florence 
and  Huntsville;  Off-Premise,  Out- 
patient Adolescent  in  Florence,  AL 

For  further  information  about 
Charter  Retreat  or  admission 
procedures,  contact: 

Medical  Director:  T.K.  Lewis,  M.D. 
Hospital  Administrator:  Jim  Johnson 


Charter  Woods  Hospital 
700  Cottonwood  Road 
Dothan,  Alabama  36302 
(205)  793-6660 

Beds:  75 

Psychiatric  Staff:  4 
Programs:  Adult  and  Adolescent 
Psychiatric;  Adult  and  Adolescent 
Addictive  Disease 

Other  Programs:  Counseling  and 
Intervention  Services,  and  Employee 
Assistance  Programs  in  Panama  City, 
Fla.,  Montgomery  and  Dothan,  Ala. 

For  further  information  about 
Charter  Woods  or  admission 
procedures,  contact: 

Medical  Director: 

Sam  C.  West,  Jr.,  M.D. 

Hospital  Administrator: 

Michael  A.  Zieman 

Charter  Southland  Hospital 

251  Cox  Street 
Mobile,  Alabama  36607 
(205)  432-8811 

Beds:  84 

Psychiatric  Staff:  15 
Programs:  Adult  and  Adolescent 
Psychiatric;  Adolescent  and  Adult 
Addictive  Disease 

Other  Programs:  Off-Premise 
Family  Intervention;  Employee 
Assistance  Services;  Outpatient 
Addictive  Disease 

For  further  information  about 
Charter  Southland  or  admission 
procedures,  contact: 

Medical  Directors:  Bret  Burquest,  M.D. 

(Adult  Psychiatry) 

James  L.  Thomas,  M.D. 

(Adolescent  Psychiatry) 

Arthur  Dumont,  III,  M.D. 

(Addictive  Disease) 

Hospital  Administrator:  David  Henry 


M 

CHAOTER 
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Watts  Tb  Be 
Creathfe. 


A lot  of  people  elalm  to  be  skilled  in 
the  leasing  business,  but  when  I 
made  a oareful  inspeotion,  there 
was  quite  a orack  in  the  foundation! 
Creative  Leasing  has  skill  with  over 
50  years  experienoe.  And  beoause 
I leased  my  oar,  I saved  enough 
money  to  treat  myself  to  some  of 
life's  little  pleasures.  Creative 
Leasing  oan  oustom  design  a plan 
to  meet  your  specific  needs  including 
maintenance  and  insurance.  Thafs 
why  everybody  wants  to  be  creative! 

Creative  Leasing. 


creative 

leasing 


Huntsville  536-3547 

Tuscaloosa  345-6494 

Montgomery  264-8421 

Birmingham  251-0137 


ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  I900-C,  Montgomery,  Alabama 
36197-4201. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  mral  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-GYN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D.,  #33  Medical  Park, 
Valley,  Alabama  36864. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


ALABAMA:  Positions  available  immediately  for  Medical  Direc- 
tors of  freestanding  emergency  clinics.  Physicians  must  be  board 
prepared/board  certified  in  emergency  medicine,  family  practice,  or 
general  surgery.  ACLS  and  ATLS  artification  required.  Salary  base 
plus  percentage  of  gross  (appx.  $125,000-$150,000  per  year)  with 
substantial  benefit  package.  Contact  Phillip  K.  Bobo,  M.D., 
Emergency  Management,  P.C. , Suite  522,  Alabama  Federal  Build- 
ing, Tuscaloosa,  Alabama  35401,  205-345-2326. 


COMPUTER  FOR  SALE  — Demo  unit  with  medical  software 
applications  for  insurance  processing,  statement  printing  & elec- 
tronic claims  transfer  to  Blue  Cross/Blue  Shield.  Contact  Sharon 
Prince  205-945-8200,  Seako,  Inc. 


ARCHITECTURE  PROFESSIONAL  SERVICES  AVAILABLE. 
William  R.  Schauer  — Architect  — 3814  5th  Ct  N,  Birmingham, 
AL.  Solar  Energy  Design  — Economics  — Interiors/Dial  205  252 
5151. 
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AUXILIARY 


Mrs.  Richard  Shepard 
A-MASA  President 


WHO  ME? 


The  Physician’s  Family  as  Role  Model 

However  little  we  may  desire  the  role,  physicians 
and  their  families  often  find  they  are  looked  to  as 
models  for  good  health  habits  and  practices.  Fitness 
programs  will  be  delighted  to  enroll  you.  Perhaps  a 
patient  you  have  advised  to  quit  smoking  will  observe 
you  at  a social  function,  half  hoping  to  see  you  light  up 
so  that  he  or  she  will  feel  less  guilty  doing  so.  Advertis- 
ers are  convinced  that  people  will  feel  better  giving  a 
cough  syrup  that  “nine  out  of  ten  pediatricians”  give 
their  own  children.  Doctors’  wives  may  find  people 
noticing  which  brand  of  margarine  they  pick  out  at  the 
grocery  store. 

I was  a little  surprised  not  long  ago  to  be  asked 
whether  or  not  my  husband  believed  in  “all  that 
cholesterol  stuff.  ’ ’ Since  he  has  been  trying  to  convince 
me  of  the  importance  of  a low-fat  low-cholesterol  diet 
for  virtually  our  entire  married  life  (perhaps  since,  as  a 
resident  in  the  late  50’s  he  looked  into  his  first  clogged- 
up  arteries)  I had  assumed  that  everyone  by  now  had 
gotten  the  message.  Of  course  I do  not  always  buy  com 
oil  margarine.  How  can  any  homemaker  pay  89  cents 
for  Mazola  when  Winn  Dixie  is  practically  giving  you 
their  perfectly  good  house  brand  for  9 cents  and  a 
newspaper  coupon?  But  whole  milk  is  used  only  as 
“cream”  and  for  certain  recipes  in  my  kitchen  and 


while  bacon  and  eggs  have  not  disappeared  from  our 
refrigerator,  I could  hardly  imagine  having  both  every 
day. 

Yet  evidently  there  is  still  a good  bit  of  public  confu- 
sion as  well  as  some  medical  disagreement  on  just  what 
constitutes  healthy  eating,  how  much  exercise  is  really 
desirable,  how  dangerous  caffeine,  saccharin,  excess 
salt,  alcohol  — name  your  poison  — really  are.  Even 
some  illegal  dmgs  still  have  their  defenders.  I have  not 
heard  any  physicians  defend  smoking  as  healthy,  but 
senators  from  tobacco  states  are  still  fiercely  defending 
their  subsidies.  So  perhaps  one  of  the  most  useful  ways 
Alabama’s  Medical  Auxiliary  can  find  to  implement 
our  national  “Shape  up  for  Life”  program  is  simply  to 
become  as  informed  as  possible  on  good  eating  and 
general  good  health  habits  and  spread  the  word.  Fortu- 
nately or  unfortunately,  people  notice  if  we  practice 
what  we  preach! 

With  this  in  mind,  1 made  the  rounds  of  some  of  the 
exhibits  when  1 accompanied  my  husband  to  the  Amer- 
ican Heart  Association  meeting  in  Miami  last  Novem- 
ber. A few  studies  seemed  almost  to  be  reinventing  the 
wheel.  But  at  any  rate  a study  from  Finland  showed  that 
less  salt  in  the  diet  really  did  lead  to  a decrease  in 
strokes,  while  a related  study  from  Belgium  found  a 
drop  in  cerebral  thromboses  related  to  lowered  fat  in- 
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For  faster  claims  payment, 
count  on  the  card’s  computer, 

and  a terminal  in  your  office  that  connects  you  to  Blue  Cross 
and  Blue  Shield  of  Alabama.  Your  claims  are  processed  faster 
and  more  efficiently  for  a better  cash  flow.  There’s  nothing  to 
sort,  sign  or  mail.  Just  type  your  claims  into  the  terminal. 

Blue  Cross  and  Blue  Shield  computer  claims  service  is 
dependable,  easy,  and  cost  effective.  Find  out  more  about  Blue 
Cross  and  Blue  Shield  daily  computer  claims  service.  In 
Birmingham,  call  988-2588.  Or  write  us  at  Provider  Services, 
Blue  Cross  and  Blue  Shield  of  Alabama,  450  Riverchase 

h^,'Sabama  Count  on  the  card. 
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take.  But  my  favorite  was  the  California  study  showing 
that  “changes  in  eating  behavior  to  reduce  cholesterol 
are  gender-dependent.  ” It  seems  that  third-grade  girls, 
and  their  mothers,  were  much  more  willing  to  modify 
their  eating  habits  when  instructed  in  good  nutrition 
than  were  the  little  boys  — and  their  fathers.  Ladies, 
perhaps  it  is  up  to  us. 

The  most  popular  exhibit  was  the  Tasters  Choice 
decaffeinated  booth.  (They  were  giving  away  free  cof- 
fee.) But  they  also  gave  away  literature,  and  I felt  their 
“natural”  decaffeination  process  not  only  produced 
better  flavor  but  also  made  good  sense.  I had  been 
worried  for  over  a year  by  a television  program  (I  think 
it  was  Dr.  Art  Uhlene  on  the  Today  Show)  to  the  effect 
that  while  caffeine  was  “bad”  for  you,  sometimes  the 
decaffeination  process  could  be  worse.  Nestle ’s  proc- 
ess avoids  the  use  of  chemical  solvents.  Pehaps  some 
other  brands  do  the  same.  I would  like  to  know. 

The  safflower  oil  booth  featured  a bottle  of  their  oil 
in  a freezer,  still  liquid,  to  illustrate  the  fact  that  it  had 
the  highest  ratio  of  polyunsaturates  to  saturates  of  any 
vegetable  oil.  At  this  writing,  I have  not  yet  had  a 
chance  to  try  it,  so  I cannot  say  if  it  will  pass  the  most 
important  test  — taste.  But  it  certainly  seems  worth 
trying.  The  Campbell  Company  was  also  there  with  an 
attractive  display,  saying  not  only  that  soup  is  good 


food,  but  also  that  beans  have  become  a “nutritional 
superstar,”  since  they  are  high  in  soluble  fiber  as  well 
as  a good  source  of  protein. 

I am  not,  as  Auxiliary  president,  endorsing  any 
brands,  but  I am  urging  Alabama  physicians  to  con- 
tinue to  share  with  their  families  any  specific  informa- 
tion they  may  have  on  nutrition,  exercise,  and  other 
everyday  health  habits.  The  public  may  be  watching. 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  Modern  Facilities  Available 

CAT.  Scan 

Head  and  total  body  scan 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc. 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  I.V.R,  tomography,  etc. 

Diagnostic  testing  and  report  within  24  hours 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Une  1-800-272-6481 


COMPLETE 
LABORATORY  ,, 
DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDIQADILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset' " 

• More  total  sleep  time' 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights'" 

• Patients  usually  awake  rested  and  refreshed'’ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'  ^'"" 


Caution  patients  about  dnving,  operating  hazardous  machinery  or  dnnking 
alcohol  dunng  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  dunng  pregnancy 


DALMAHE's 

flurozepom  HCl/Poche 

References:  1.  Kales  J ef  aJ:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971.  2.  Kales  A ef  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975.  3.  Kales  A ef  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976.  4.  Kales  A 
et  al:  Clin  Pharmacol  Tfier  32:781 -788,  Dec  1982. 

5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977.  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amrein  R etal:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983.  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981.  11.  Greenblatt  DJ 
etaJ:  Sleep  5(Suppl  1):S18-S27  1982. 12.  Kales  A 
ef  al:  Pharmacology  26:121-137,  1983. 


DALMANE^ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its: in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repealed  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  in  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  nsk  of  oversedation,  dizziness,  confusion  and/ 
or  atetxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particuTariy  in  elderly  or  debilifated  patients. 
Severe  station,  letnargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
nave  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphona, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

OoMge:  Individualize  lor  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Bderty  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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flurozepom 

STANDS  APART 

15-MG/30-m4CAP5UIS 


See  preceding  page 
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(or  references  and  summary  of  product  information. 
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The  AMA 

puts  current  information 
at  your  fingertips. 


The  first  nationwide  medical  infor- 
mation network  brings  a new  dimension 
to  the  way  in  which  physicians  and 
other  health  care  professionals  keep 
abreast  of  the  latest  knowledge  in  their 
profession. 

Now,  through  the  use  of  a low-cost 
computer  terminal  or  personal  com- 
puter, you  can  have  instant  access  to 
authoritative  and  up-to-date  information. 
The  American  Medical  Association's 
computerized  data  bases  place  a wide 
range  of  professional  resources  at  your 
fingertips,  such  as  clinical,  ad- 
ministrative and  medical  practice  infor- 
mation, and  soon,  abstracts  of  current 
clinical  literature. 

GTE  Telenet 

Medical  Information  Network 


Adding  a new  dimension  to  the  way 
in  which  you  communicate  is  MED/ 

MAIL  electronic  mail.  With  the  same 
terminal,  you  can  send  messages  to 
your  colleagues  across  the  country  or 
across  the  city  ...  in  minutes. 

Information  that  could  take  hours  to 
acquire  through  traditional  channels  can 
now  be  gathered  in  minutes,  giving  you 
valuable  extra  time  for  other  important 
activities.  And  you  can  use  the  medical 
information  network  at  your  conven- 
ience, 24  hours  a day,  from  your  office, 
hospital  or  home. 

It's  surprisingly  economical  and  pro- 
fessionally indispensable. 

NASA 

The  Medical  Association 

Of  The  State  Of  Alabama 


For  subscription  information  please  contact: 

Burr  Ingram,  Medical  Association  of  the  State  of  Alabama, 

19  S.  Jackson  St.,  Montgomery,  Ala.,  telephone  1-263-6441  or  1-800-392-5668 


INTEGRITY  • DEPENDABILITY 


■ THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION. 

■ FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MEDI-LEASE  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS. 
OUR  REPUTATION  FOR  SERVICE,  CONVENIENCE,  AND  INTEGRITY  HAS  MEANT 


MANY  SATISFIED  CUSTOMERS. 


■ LEASING  MEANS  MORE  CAPITAL 
AVAILABLE  IMMEDIATELY  FOR 
MORE  PRODUCTIVE  INVESTING. 


■ LEASING  WITH  AMERICAN  MEDI- 
LEASE  ELIMINATES  ALL  TIME 
WASTING  HASSLES  WITH  THE 
DEALER. 


■ NO  DOWN  PAYMENT 


■ NO  SECURITY  DEPOSIT 


■ SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR. 


■ TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 


■ INVESTMENT  TAX  CREDIT 
AVAILABLE 


■ TURN  OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
ADDITIONAL  INVESTMENT. 


EXAMPLE  LEASE  RATES 
ALL  MODELS  LUXURY  EQUIPPED 


Honda  Accord  4 dr. 

$232/mo. 

Cutlass/Regal 

248/mo. 

Riviera 

378/mo. 

Cadillac  Eldorado 

454/mo. 

Lincoln  Town  Car  Sedan 

387/mo. 

Cadillac  Sedan  D’ville 

392/mo. 

BMW  318i 

343/mo. 

Datsun  300ZX 

344/mo. 

Audi  5000s 

391/mo. 

Porsche  91  ISC  Cpe. 

684/mo. 

Mercedes  190 

479/mo. 

Mercedes  300  SD 

699/ mo. 

Mercedes  380  SL 

834/mo. 

In  Alabama 

For  Leasing  Information: 
Call  Toll-Free 
1-800-554-2234 
For  Information 
On  Any  Automobile 
Available  In  The  U.S. 


iSmencan  ‘iWebi-Heafife' 


Leasing  Services  Available  Exclaim  clfidomoIjiL  Jhaiina  foi  tin  disclicaf  ^Piokaion 

Arkansas,  Alabama,  Georgia,  Florida 
Louisiana,  Texas,  Oklahoma  & California 


THE  FRANCIS  A.  COUNTWAY 

LIBRARY  CF  MEDICINE 
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Information  for  Authors  i 

Concerning  Manuscripts  ^ 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8'/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brieO, 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given;  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Einal  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under  j 
exceptional  circumstances  only  will  articles  of  more  i 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama, 

P.  O.  Box  1900-C,  Montgomery,  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 
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Dx:  recurrent  herpes  labialis 
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Herpecin-L  Lip  Balm  is  the  treatment  of 
choice  for  peri-oral  herpes.”  GP,  New  York 

In  the  management  of  herpes  labialis, 
Herpecin-L  is  a conservative  approach 
with  low  risk  / high  benefit.  Derm.,  Miami 

"Staff  and  patients  find  Herpecin-L 
remarkably  effective.”  Derm.,  New  Orleans 

: OTC.  See  P.D.R.  for  information. 

For  trade  packages  to  make  your 
. ‘ own  clinical  evaluation,  write: 

Campbell  Laboratories  Inc. 
P.O.  Box  812-M,  FDR,  NY,  NY  10150 


In  Alabama.  HERPECIN-L  Cold  Sore 
Lip  Balm  is  available  at  all  Eckerd,  Harco, 
K & B,  Revco  and  SupeRx  Drug  Stores 
and  other  select  pharmacies. 
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You  luiow  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment. 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  proolem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  dmg  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nation^y  recognized 
treatment  pro^ams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  farnilies 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Birmingham  (205/877-1740) 
or  Mobile  |205/633-0900) 
anytime,  day  or  night . 


Brookwood 
RBCOVERi^  Centers 

A health  care  service  of 
Amencan  Medical  International 


EXECUTIVE 

DIRECTOR 


S.  Lon  Conner 
Executive  Director,  MASA 

Dead  Reckoning  For 
Alabama  Medicine 


On  a cold,  bleak  weekend  last  January,  the  Board  of 
Censors  gathered  for  a retreat  at  Still  Waters,  in  Talla- 
poosa County,  a long  way  from  the  hustle  and  bustle  of 
the  city. 

The  purpose  of  the  meeting,  discussed  for  some 
time,  was  to  have  a free-wheeling  give  & take  on  the 
future  of  medical  practice,  organized  medicine  and 
everything  that  relates  or  might  relate. 

Your  representatives  are  deeply  concerned  by  the 
recent  developments  on  several  fronts,  and  by  one 
factor  particularly  that  seems  to  be  present  in  most  of 
the  untoward  events  — the  erosion  of  the  image  of  the 
American  physician. 

Why  is  it,  they  wondered,  that  even  conservatives 
now  feel  they  can  play  fast  and  loose  with  the  hitherto 
sacrosanct  territory  of  the  doctor-patient  relationship? 
Could  it  be  true  that  when  first  the  federal  courts  and 
then  regulatory  agencies  began  treating  medicine  as 
ordinary  commerce,  that  it  inevitably  followed  that 
medicine  would  be  regarded  as  a trade  scarcely  differ- 
1 ent  from  hardware  stores  or  supermarkets? 

If  this  is  the  new  perception  of  the  American  physi- 
) cian,  how  should  organized  medicine  respond  in  many 
•i  battles  looming  ahead?  Polls,  including  those  of  the 
1 AM  A,  are  of  little  help  in  grasping  this  nettle.  They 
say,  as  always,  that  Americans  regard  their  physician 
I as  first-rate  in  every  way.  But  polls  also  say  that  Amer- 


icans are  taking  a dimmer  and  dimmer  view  of  physi- 
cians in  general.  Individually,  you  are  princes;  collec- 
tively, you  are  much  lower,  and  sinking. 

First  of  all,  is  this  really  a change?  Some  say  that  it  is 
not,  that  the  revered  doctor  of  yesteryear  was  also 
revered  as  an  individual  and  not  as  a group.  Those  who 
hold  to  this  theory  say  that  the  disesteem  being  found 
for  doctors  en  masse  has  less  to  do  with  medicine  than  it 
has  to  do  with  the  general  suspicion  Americans  have 
toward  all  groups  they  perceive  to  have  too  much 
power  and  influence.  Examples: 

Americans  traditionally  hold  their  child’s  teachers  in 
high  regard,  but  have  long  denigrated  teacher  lobbies 
and  teacher  unions.  They  see  individual  teachers  as 
indispensable  members  of  society  but  teacher  groups  as 
arrogant,  high-handed,  imperious  and  interested  far 
less  in  education  than  in  money  and  fringes. 

Americans  have  the  same  ambivalence  toward  the 
American  farmer,  a national  folk  hero  that  has  held  his 
own  in  popular  appeal  right  alongside  the  country  doc- 
tor. The  public  still  empathizes  with  the  farmer’s 
plight,  certainly  when  the  subject  is  a family  farm.  This 
changes  radically  when  the  subject  is  a big  corporate 
farm,  or  farm  organizations  seeking  better  prices  or  a 
squarer  deal  in  Washington.  The  public  is  highly  suspi- 
cious of  that  type  farmer,  even  though  the  organiza- 
tions comprise  farmers  we  admire. 
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Journalists  are  reporting  similar  attitudes;  the  home 
town  newspaper  and  its  people  are  still  generally  held  in 
high  regard,  but  big  and  powerful  dailies  and  television 
networks  are  either  suspect  or  already  convicted  in 
public  opinion  of  every  manner  of  arrogance  and  the 
abuses  of  power. 

Bigness  is  certainly  one  key.  I am  not  going  into  the 
merits  of  any  of  these  attitudes  but  only  relating  the 
common  thread  that  some  observers  have  seen.  They 
saw  it  in  the  fore-doomed  defeat  of  Walter  Mondale 
because  of  his  early  endorsement  by  Big  Labor,  Big 
Education,  Big  Women’s  Liberation,  and  the  rest.  The 
public  is  not  against  the  working  man,  not  against 
education,  and  certainly  not  against  women.  But  it  is 
highly  distrustful  of  all  of  them  en  masse. 

Thoughtful  legal  scholars  see  a common  factor  in  the 
rash  of  libel  cases,  malpractice  suits  against  lawyers, 
accountants,  architects  and  all  kinds  of  professional 
groups  in  addition  to  physicians,  and  in  product  liabil- 
ity suits.  Juries  seem  more  willing  than  ever  to  punish 
harshly  what  they  perceive  to  be  the  excesses  of  power. 
Since  that  little  business  with  George  III  two  centuries 
ago,  Americans  have  been  hostile  to  whatever  they 
perceive  to  be  entrenched  privilege.  The  perception  is 
the  reality.  They  pride  themselves  in  their  refusal  to  be 
dominated  for  long  by  the  powerful.  (This  sword  can 
cut  in  any  direction,  as  the  Republicans  in  Washington 
may  discover  before  the  end  of  the  next  four  years.) 

Only  collective  strength  has  any  chance  of  success  in 
Washington  or  the  state  capitals,  because  the  opponents 
of  the  free  practice  of  medicine  are  themselves  highly 
organized  and  well  funded.  But  in  this  collective 
strength  of  physicians  is  the  paradoxical  danger  of 
further  alienating  the  masses. 

This  is  the  kind  of  riddle  the  Board  of  Censors,  like 
the  AM  A,  is  currently  agonizing  over.  How  can  doc- 
tors put  together  and  capitalize  on  that  aggregation  of 
individual  trust  relationships  they  all  have?  If  the  New 
Populism,  as  it  has  been  called,  distrusts  all  groups, 
how  can  the  case  for  medicine  be  made  in  a society  of 
mass  communication  and  mass  attitudes? 

To  get  right  down  to  it,  is  it  a contradiction  in  terms 
to  suggest  that  the  respect  and  admiration  you  enjoy  on 
a one-on-one  basis  could  be  somehow  exploited  by 
image  refurbishing  to  become  the  public  attitude  to- 
ward medicine  generally?  It’s  quite  a problem. 

The  plain  truth  is  that  analyzing  American  attitudes 
and  behavior  is  the  most  inexact  of  sciences.  Econo- 
mists, for  example,  have  had  such  a miserable  track 
record  not  so  much  because  their  theories  are  wacky  as 
because  they  have  been  unable  to  predict  when  Amer- 
icans would  stop  buying,  or  start  again,  or,  once 
started,  when  they  will  stop. 

The  whiz  kids  of  American  social  analysts  have  long 
been  the  demographers,  among  the  first  to  put  to  full 
use  the  computer’s  unmatched  capacity  for  storing  and 
projecting  trends.  Yet  demographers  admit  they  have 


missed  virtually  every  major  trend  in  this  country  since 
World  War  IT  Missed  forecasting  it,  that  is.  They  can 
tell  us  all  about  trends  once  they  are  present. 

Take  this  list  of  total  demographic  failures  compiled 
by  The  Wall  Street  Journal  earlier  this  year; 

They  didn’t  anticipate  the  size  and  persistence  of  the 
post-war  baby  boom;  then  missed  the  turn  to  the  baby 
bust  and  declining  fertility.  They  have  consistently 
underestimated  the  surge  of  women  into  the  labor  force 
and  the  early  retirement  of  older  men,  huge  changes  in 
our  society. 

They  failed  to  foresee  the  exodus  to  the  Sun  Belt,  the 
sudden  drop  in  the  death  rates  of  the  very  old,  the 
tendency  of  younger  women  to  delay  marriage  and 
child  bearing,  and  the  dramatic  increase  in  the  number 
of  American  adults  living  alone.  Every  one  of  these 
revolutions,  or  evolutions,  affects  how,  where  and  in 
what  manner  you  practice  medicine.  But  the  forecasts 
have  been  worse  then  useless. 

The  dean  of  government  demographers,  the  U.S. 
Agriculture  Department’s  Calvin  Beale,  says:  “The 
only  professional  group  with  a worse  record  are  the 
economists.  We’re  just  more  honest  than  the  econo- 
mists in  admitting  how  badly  we  do.’’ 

The  problem  is  that  exasperating  factor,  the  Amer- 
ican public.  A University  of  Michigan  demographer 
says  (only  partly  in  jest):  “Demographers  don’t  go 
wrong.  It’s  that  people  don’t  always  behave  the  way 
demographers  expect  them  to.  We  have  a very  elegant  , 
apparatus  but  we  really  don’t  have  good  ways  of  spot- 
ting changes  in  life  styles  and/or  tastes.’’ 

Some  other  trends  not  seen  until  they  had  developed 
were:  the  general  weakening  of  family  ties;  the  loss  of 
roots  that  formerly  pulled  people  back  to  the  region  of 
their  birth;  the  profound  generational  changes  ex-  • 
pressed  in  the  insatiable  desire  by  the  young  for  entirely 
new  ideas  of  the  best  things  in  life. 

Virtually  all  demographers  see  labor  shortages  ahead  1 
as  the  declining  birth  rate  works  its  way  into  the  new  | 
economy . But  they  are  sharply  divided  on  what  this  will  ; 
entail.  Will  still  more  women  be  drawn  into  the  labor  i 
markets?  One  group  believes  that.  Another  believes  the  f 
opposite:  that  labor  shortages  will  run  up  salaries  for  i 
men  so  high  that  women  will  return  to  the  kitchen  and  | 
the  kids,  their  strongest  pull  all  along.  Whatever  hap- 
pens will  impact  on  medical  practice  in  a variety  of 
ways. 

I think  you  can  see  some  of  the  dimensions  of  the 
problem  of  future  planning.  The  subject  simply  refuses 
to  sit  still  while  it  is  being  measured.  But  as  generations 
of  discoverers  found  out,  imperfect  maps  that  must  be 
corrected  are  better  than  no  maps  at  all. 

To  continue  that  figure  of  speech:  your  association  is 
attempting  to  do  what  modem  navigation  still  is,  de- 
spite all  the  sophistication  of  inertial  guidance  systems, 
doppler  devices,  and  computer-assisted  fixes.  And  that 

Continued  on  page  49 
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Quick: 

Name  The  Compan 


There  are  many  insurance  companies  doing  business  in 
Alabama.  You  probably  recognize  them  by  their  ad  symbols. 

Physicians  symbolize  Mutual  Assurance . . . Like  Dr.  Jon 
Sanford  of  Fayette,  a member  of  our  Board  of  Directors. 

Mutual  Assurance . . . 

Created  by  Alabama  physicians  — not 
insurance  executives. 

¥ or  Alabama  physicians — with  your 
common  insurance  problems. 

Operated  by  Alabama  physicians — and 
we  know  who  offers  the  best  coverage  for 
Alabama  physicians . . . 

because  the  feeling  is  Mutual. 


Society  of  Alabama 


.Mutual 

Assurance 


PRESIDENTS 

PAGE 


Jack  Hyman,  M.D. 
President,  MASA 


The  Mobile  Summit  Conference 

in  April 


All  of  you  who  attended  annual  session  in  Montgom- 
ery last  April  know  what  a superb  program  then  Presi- 
dent Ham  Hutchinson  arranged  for  us.  Breaking  with 
tradition  because  of  the  ongoing  emergency  in  the 
medical  marketplace,  Ham  turned  from  the  customary 
emphasis  on  scientific  programs  to  one  devoted  to  the 
socioeconomics  of  medicine. 

It  gave  us  all  surprising  new  insights  into  the  multi- 
faceted problems  of  the  New  Economy  in  American 
health  care.  We  came  away  with  a reach  and  grasp  that 
we  could  not  have  acquired  without  attending  many 
conferences  all  over  the  country. 

It  would  have  been  a hard  act  to  follow  had  I chosen 
to  let  it  go  with  that.  But  I know  a good  thing  when  I see 
one.  From  all  the  exuberant  comment  I heard  after  the 
Montgomery  program,  I had  no  doubt  that  Alabama 
doctors  wanted  more.  Added  to  that  assessment,  the 
situation  is  still  highly  fluid,  changing  in  important 
respects  almost  weekly. 

In  point  of  fact,  the  full  force  and  effect  of  most  of  the 
radical  changes  in  medical  economies  hit  after  the 
annual  session  last  April:  the  battle  in  Congress  over 
mandatory  assignment  and  the  subsequent  “compro- 
mise” that  bought  us  the  Participating/Nonparticipat- 
ing choice  (under  duress);  the  major  impact  of  DRGs, 
and  prospective  reimbursement  on  hospitals;  preadmis- 
sion review  by  the  PRO,  under  HCFA  quotas,  which 


did  not  begin  until  July;  and  so  on. 

In  the  fall  a very  popular  President  was  reelected  by  a 
landslide  that  gave  him,  he  immediately  claimed,  a 
mandate  for  more  of  the  same.  No  one  could  gainsay 
the  scope  of  this  endorsement  in  49  of  the  50  states,  or 
in  any  way  challenge  his  claims  to  a national  consensus 
of  truly  astonishing  magnitude. 

While  that  is  good  for  the  United  States  in  its  interna- 
tional posture,  physicians  could  only  be  troubled  by  the 
seeming  popular  affirmation  of  everything  the  Admin- 
istration stood  for.  Mr.  Reagan  seems  invulnerable  to 
any  dissent  from  his  so-called  “conservative” 
rationale  for  massive  regulation  of  the  health  care  in- 
dustry. His  program  is  totally  at  odds  with  the  con- 
servative philosophy,  with  his  own  opposition  to  gov- 
ernment regulation,  and  with  his  own  1980  promises  to  i 
get  government  off  our  backs.  Such  philosophical  in-  j 
consistencies  roll  off  the  President’s  back  because  of 
what  some  Washington  seers  call  “the  Teflon  Factor” 

— no  rebuttal  sticks. 

While  he  remained  aloof  from  the  congressional 
revolution  of  the  Budget  Reduction  Act,  which  put  the 
American  doctor  under  a yoke  no  Democratic  President 
would  have  dared  attempt,  we  must  assume  from  the 
comments  of  his  spokesmen  that  he  fully  approved  our 
subjugation,  a bitter  disappointment  to  the  profession. 

Will  the  President  and  a newly  elected  Congress  treat 
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More  convenient  for  your  patients. 


t T>*e  Co^DOriy 


The  Upjohn  Company  • Kolanxjzoo,  Michigan  49001  USA 
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EMPLOYEES  APPRECIATE 
THEnVYROLL 
SAVINGS  PLAN. 

JUSTASK 
THE  PEOPLE  AT 
MANUEAaURERS 
HANOVER. 


“Savings  Bonds  pro- 
vide  a good  interest 
rate.  Moreover,  the 
payroll  deduction  is 
a convenient  way  to 
save.”  — ^James  F.  Howard 


“With  market-based 
interest  rates,  Savings 
Bonds  are  a secure 
and  competitive  sav- 
ings instrument.” 

— Suzanne  OToole 


“With  a guaranteed 
minimum  of  7.5%, 
there  is  no  risk  to 
principal  and  apprecia- 
tion is  assured.” 

— Mark  Young 


U.S.  Savings  Bonds  now  offer  higher,  variable  interest  rates  and  a guaranteed 
return.  Your  employees  will  appreciate  that.  They’ll  also  appreciate  your  giving 
them  the  easiest,  surest  way  to  save. 

For  more  information,  write  to:  Steven  R.  Mead, 

Executive  Director,  U.S.  Savings  Bonds  Division, 

Department  of  the  Treasury,  Washington,  DC  20226. 
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US.  SAVINGS  BONDsSl.  Paying  BettBrThan  Ever 
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US  with  the  same  disdain  this  year?  None  of  the  trial 
balloons  seen  over  Washington  early  in  the  year  gave  us 
much  reason  to  hope  for  relief.  The  Administration  was 
talking  early  in  the  year  of  extending  the  freeze  on 
physician  fees  and  massive  new  cutbacks  in  funding 
that  could,  if  carried  out,  make  Medicare  cases  net 
losses  for  hospitals  and  doctors  alike. 

If  the  kind  of  voodoo  conservatism  bothers  you  as 
much  as  it  does  me,  I believe  you  will  gain  a clearer 
perspective  of  the  Big  Picture  from  the  speakers  we 
have  lined  up  for  you  for  Mobile  in  April.  If  I were  not 
turned  off  by  Hollywood  hype,  I would  call  it  a star- 
studded  cast.  Take  a look: 

William  L.  Roper,  M.D.,  is  our  Jerome  Cochran 
Lecturer.  Bill  Roper  had  begun  a promising  career  in 
Alabama  Public  Health  when  Washington  spirited  him 
away,  appointing  him  Special  Assistant  to  the  President 
for  Health  Policy.  That  role  gives  him  unique  access  to 
the  Administration  on  issues  that  may  well  determine 
our  future.  He  should  give  us  a feel,  as  no  one  else 
could,  for  the  Administration’s  intent  and  rationale  in 
whatever  new  initiatives  it  has  planned  for  the  second 
four  years.  He  is  a friend  of  Alabama  medicine. 

Stanley  Wohl,  M.D.,  of  the  Stanford  University 
Medical  Center  and  president  of  a health  research  and 
service  company,  is  the  suddenly  famous  author  of  last 
year’s  blockbuster.  The  Medical  Industrial  Complex. 
His  book  relates  in  detail  and  with  mounting  alarm  the 
health  care  industry’s  take-over  by  for-profit  interests, 
including  giant  interlocking  conglomerates.  In  his 
shock  and  dismay.  Dr.  Wohl  gives  us  a must-reading 
picture  of  a system  once  wholly  dedicated  to  what  is 
good  for  the  patient  converted  almost  overnight  into 
one  determined,  all  too  often,  by  what  is  good  for  the 
stockholders.  His  parallel  service  in  the  traditional  care 
setting  and  his  inside  knowledge  of  corporate  take- 
overs will  provide  us  an  unmatched  perspective  of  this 
phenomenon,  one  that  has  occurred  so  fast  the  trust- 
busters  were  caught  asleep  at  the  switch. 

John  Zapp,  D.D.S.,  directs  the  Washington  political 
efforts  of  the  AMA  and  headed  a successful  election 
campaign  last  year.  His  assessment  of  the  Washington 
scene  from  the  viewpoint  of  medicine  should  afford  us 
a rare  glimpse  of  the  meaning  of  new  leadership  in  key 
congressional  positions.  His  view  from  one  end  of 
Pennsylvania  Avenue  should  dovetail  nicely  with  Bill 
Roper’s  view  from  the  other. 

Thomas  J.  Frist,  M.D.,  has  long  had  personal  ties  in 
Alabama.  He  was  a pioneer  in  the  development  of 
for-profit  hospitals  and  headed  the  largest  chain  of  such 
institutions  in  this  country.  The  Hospital  Corporation 
of  America.  1 would  expect  that  his  views  might  collide 
with  those  of  Dr.  Wohl  at  various  intersections.  We 
need  every  point  of  view  we  can  get  of  the  radical 
changes  in  our  traditional  work  place,  the  hospital, 
which  still  plays  a large  role  in  shaping  our  destiny. 

Robert  L.  Dion,  who  directs  the  American  Medical 


Assurance  Company,  completes  our  panel  of  speakers. 
His  company  provides  reinsurance  for  the  principal 
malpractice  exposure  of  many  physician  insurance 
companies.  He  has  unsurpassed  knowledge  of  forces 
behind  the  continued  rise  in  malpractice  insurance  pre- 
miums and  is  expected  to  offer  a proven  approach  to 
ameliorating  a problem  that  concerns  us  all. 

I urge  you  to  be  with  us  in  Mobile.  Pardon  my 
chauvinism,  but  this  gracious  city  should  be  ablaze 
with  glorious  color  from  its  famous  Azaleas  in  April 
and,  I believe,  the  centuries-old  hospitality  of  Mobile 
will  be  the  equal  of  the  flowers.  Our  social  affairs  on 
Thursday  and  Friday  evenings  will  give  you  that  rare 
chance  to  see  old  friends  and  make  new  ones. 

Come  to  Mobile  in  April.  You  really  can’t  afford  to 
miss  this  meeting.  No  other  forum  this  year  is  likely  to 
afford  you  such  a spectrum  of  viewpoints.  And  where 
could  you  find  a better  setting  for  pleasant  reunions 
with  men  and  women  who  share  your  problems  than  in 
this  historic  old  city  by  the  bay? 
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Bone  Histomorphometry  in 
Clinical  Evaluation  of  Metabolic 

Bone  Diseases 


Jiri  Dubovsky,  M.D.,  Ph.D.* 


The  purpose  of  this  communication  is  to  draw  the 
attention  of  physicians  to  a fairly  novel  and  power- 
ful diagnostic  tool  for  the  evaluation  of  metabolic  bone 
diseases.  It  is  a direct  diagnostic  approach  that  can  save 
the  time  and  expense  of  prolonged  and  repeated  indirect 
tests  and  therapeutic  trials,  and  expedite  implementa- 
tion of  effective  therapy. 

Bone  histomorphometry  is  the  quantitative  assess- 
ment of  the  histological  features  of  bone  (primarily 
cancellous)  obtained  from  a standard  biopsy  site  in  the 
left  ilium.*’  ^ Since  the  procedure  requires  identifica- 
tion of  osteoid,  mineralized  bone  matrix,  and  of  tet- 
racycline deposits,  the  specimen  must  be  processed 
without  decalcification.  Sectioning  of  undecalcified 
bone  requires  special  equipment  and  procedures  that 
are  not  routinely  used  in  surgical  pathology. 

Histomorphometry  provides  quantitative  bone  mass 
data  and,  more  importantly,  bone  activity  data.  Bone 
activity  is  reflected  by  static  parameters  — the  extents 
of  trabecular  surfaces  occupied  by  active  osteoid  (bone 
formation  surfaces)  and  by  Howship’s  lacunae  with 
osteoclasts  (bone  resorption  surfaces).  Dynamic  pa- 
rameters of  bone  formation  are  measured  by  a proce- 

♦ Division  of  Endocrinology  and  Metabolism,  University  of  Alabama  School  of 
Medicine. 


dure  known  as  double-labeling  with  tetracyclines,  de- 
scribed below. 

DeHnition  and  Meaning  of  Histomorphometric 
Parameters  (Figure) 

1.  Trabecular  bone  volume,  is  the  amount  of 
trabecular  bone  matrix  in  a volume  unit  of  cancellous 
bone  (about  20  percent  in  adults).  This  value  decreases 
with  age  — more  rapidly  in  postmenopausal  females  — 
and  in  conditions  resulting  in  secondary  osteoporosis, 
such  as  excess  of  glucocorticoid  and  thyroid  and  para- 
thyroid hormones.  Bone  diseases  characterized  by 
osteosclerosis  (some  types  of  osteomalacia  and  hyper- 
parathyroid bone  disease)  show  an  increased  trabecular 
bone  volume. 

2.  Relative  osteoid  volume  is  the  percent  volume  of 
osteoid  in  trabecular  bone  matrix  (about  2-3%  in  nor- 
mal adults).  An  increased  amount  of  osteoid  is  typical 
of  conditions  with  high  bone  turnover  (i.e. , increase  in 
both  formation  and  resorption),  such  as  hyperparathy- 
roidism, hyperthyroidism  and  Paget’s  bone  disease. 
Increased  osteoid  volume,  however,  is  also  a hallmark 
of  osteomalacia,  a condition  caused  by  defective 
mineralization  of  osteoid  and  associated  with  a de- 
creased rate  of  bone  formation. 
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3.  The  extent  of  osteoid  surfaces  is  the  proportion  of 
total  trabecular  surface  covered  with  osteoid  (normally 
about  15%).  This  value  has  the  same  meaning  as  rela- 
tive osteoid  volume.  The  extent  of  osteoid  labeled  with 
tetracycline  in  the  double-labeling  procedure  is  evalu- 
ated separately  and  called  active  osteoid  surface  (nor- 
mally about  80%  of  total  osteoid  surface).  A decrease 
or  absence  of  active  osteoid  surfaces  is  typical  in 
osteomalacia  and  distinguishes  it  from  high  turnover 
bone  states. 

4.  Mean  width  of  osteoid  seams  (about  10  um  in 
normal  subjects)  reflects  the  activity  of  osteoblasts  and 
coordination  between  the  formation  of  organic  matrix 
and  its  mineralization.  Very  wide  osteoid  seams  are 
typical  in  osteomalacia;  thin  seams  reflect  defective 
bone  formation,  e.g.,  glucocorticoid  excess,  some 
types  of  osteoporosis,  and  hypophosphatasia. 

5.  Extent  of  resorptive  surfaces,  i.e.,  surfaces  scal- 
loped by  Howship’s  lacunae  containing  osteoclasts, 
normally  occupy  about  0.5%  of  the  total  surfaces  and 
reflect  the  activity  of  bone  resorption.  A larger  propor- 
tion of  scalloped  surfaces  (about  2%  of  total  surface) 
contain  mononuclear  cells  instead  of  multinuclear 
osteoclasts.  These  represent  the  so-called  reversal  sur- 
faces — sites  where  the  switch-over  from  resorption  to 
formation  takes  place  in  bone  remodeling.  Increased 
extent  of  reversal  surfaces  probably  reflects  a disrup- 
tion of  the  normal  sequences  in  bone  remodeling  and  is 
found  in  some  types  of  osteoporosis. 

6.  Mineralization  rate  and  bone  formation  rate  are 
parameters  derived  from  tetracycline-labeling  data. 
The  patient  takes  tetracycline  in  two  short  (3-day) 
courses  separated  by  a 12-day  interval.  Bone  biopsy  is 
collected  several  days  after  the  second  course  of  tet- 
racycline. The  antibiotic  is  deposited  in  mineralized 
bone  as  two  bands  about  10  um  apart  that  are  visible  in 
unstained  sections  under  ultraviolet  light.  The  distance 
between  the  two  labels  divided  by  the  time  interval 
between  the  two  courses  of  tetracycline  administration 
(14  days)  gives  the  bone  mineralization  rate  (about  0.8 
um  per  day).  The  bone  formation  rate  is  derived  from 
this  value  and  the  extent  of  active  osteoid  surfaces.  The 
mineralization  rate  is  typically  reduced  in  osteomalacia 
and  glucocorticoid  excess. 

There  are  numerous  additional  parameters  derived 
from  morphometric  data  that  are  used  for  research 
purposes.  We  have  adopted  the  methodology  of  histo- 
morphometry  for  the  primary  purpose  of  diagnosing 
complex  metabolic  bone  diseases.  In  the  last  several 
years,  we  have  gathered  valuable  experience  that 
allows  us,  among  other  things,  to  formulate  the  merit 
and  indication  of  this  procedure  in  the  clinical  assess- 
ment of  bone  diseases. 

Methodological  Notes' 

Standard  transiliac  biopsies  were  obtained  at  a site 
2 cm  below  and  behind  the  anterior  iliac  spine.  A 


trephine  with  internal  diameter  of  6 mm  was  used  to 
extract  a core  of  cancellous  bone  with  cortices  on  both 
ends.  The  specimens  were  dehydrated  in  alcohol, 
embedded  in  polyglycolmethacrylate,  and  cut  on  a 
heavy-duty  sledge  microtome  equipped  with  a tungsten 
carbide  blade.  The  sections  were  stained  with  toluidine 
blue  or  mounted  unstained  for  examination  of  tetracy- 
cline fluorescence.  Quantitation  was  performed  with  an 
eye-piece  micrometer  and  integrating  reticles. 

We  used  serum  levels  of  alkaline  phosphatase  (bone 
isoenzyme)  and  urinary  excretion  of  hydroxyproline  to 
assess  bone  turnover  non-invasively.  Bone  mass  and 
mineral  density  was  evaluated  by  radiomorphometry, 
i.e.,  accurate  measurement  of  metacarpal  cortices  on 
fine  detail  hand  films, ^ and  by  photon  absorptiometry 
on  a Norland-Cameron  bone  mineral  analyzer."'  Spine 
involvement  was  quantitated  by  measuring  the  heights 
of  vertebral  bodies  on  lateral  films  of  the  thoracic  and 
lumbar  spine. ^ Bone  scintigrams  with  technetium 
diphosphonate  proved  to  be  a valuable  tool  for  identi- 
fication of  subclinical  stress  fractures  and  pseudofrac- 
tures, as  well  as  for  demonstrating  diffusely  increased 
uptake  of  activity  in  high  turnover  bone  disease.^ 

Examples  of  Typical  Applications 

Patient  N,  a 68  year  old  female  presented  with  pro- 
gressive symptomatic  osteoporosis  while  on  medica- 
tion with  sodium  fluoride,  calcium,  and  calciferol.  She 
had  a history  of  Bilroth  II  subtotal  gastrectomy  30  years 
ago.  A traumatic  fracture  of  the  right  hip  a year  ago 
required  surgical  treatment  and  healed  slowly.  Six 
months  prior  to  presentation,  the  patient  developed 
back  pain  and  compression  fractures  of  several  verte- 
bral bodies.  She  was  started  on  Florical®  and  calciferol. 
Over  the  ensuing  six  months,  she  became  virtually 
bedridden  because  of  pain.  Measurement  of  the  lumbar 
vertebrae  on  presentation  showed  a loss  of  anterior 
heights  at  a rate  of  25.3%  per  six  months.  There  were 
multiple  vertebral  compressions  and  osteopenia  of  the 
appendicular  skeleton  by  photon  absorptiometry. 
Serum  calcium,  phosphorus,  alkaline  phosphatase, 
parathyroid  hormone,  and  25-hydroxycalciferol  were 
within  normal  limits.  Additional  studies  demonstrated 
borderline  steatorrhea  and  a rapid  decrease  in  serum 
25-hydroxycalciferol  levels  to  a low  normal  of  10  ng/ 
mL  at  four  weeks  after  calciferol  supplements  were 
discontinued.  Histomorphometry  (Table)  revealed  in- 
creased osteoid  with  mineralization  defect  and,  more 
importantly,  substantially  increased  bone  resorption. 

Patient  M,  a 40  year  old  male,  presented  with  muscle 
weakness  and  pain  around  the  ankles  when  walking.  He 
had  a history  of  epilepsy  after  brain  surgery  and  radia- 
tion in  childhood  and  was  taking  phenytoin  and  pheno- 
barbital.  About  10  years  prior  to  presentation,  he  had 
total  gastrectomy  and  resection  of  a substantial  length 
of  the  jejunum  because  of  extensive  upper  gastrointes- 
tinal tract  injury  caused  by  a caustic  liquid.  Low  .serum 
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TABLE 


Histomorphometric  Data  on  Patients  N,  M,  J,  and  H 


Parameter’’ 

N 

Patients 

M J 

H 

Trabecular  bone  volume 

N 

2- 

2- 

N 

Osteoid  surface 

2 + 

3-1- 

3 + 

N 

Active  osteoid  surface 

3- 

2- 

N 

N 

Mineralization  rate 

XX** 

2- 

N 

N 

Resorption  surface 

3 + 

1.5-1- 

3 + 

N 

Osteoclast  surface 

4-t- 

N 

2-1- 

N 

^ Numerical  values  of  parameters  are  expressed  semi- 
quantitatively  for  the  sake  of  clarity.  N = normal; 
+ = increased;  — = decreased.  The  numbers  approximate  the 
ratio  of  value  found  in  patient  to  matched  normal  mean  value. 

Patient  had  only  single  label  of  tetracycline. 

calcium  phosphorus,  and  25-hydroxycalciferol,  an 
abnormal  technetium  diphosphonate  bone  scintigram 
and  severe  osteopenia  on  radiograms  were  diagnostic 
of  osteomalacia  due  to  malabsorption  and  anticonvul- 
sant drugs.  After  two  years  of  management  with  dietary 
measures  and  large  doses  of  parenteral  calciferol  and 
calcium  supplements,  the  biochemical  abnormalities 
almost  completely  disappeared  and  bone  scintigraphy 
did  not  reveal  active  bone  disease.  Urinary  excretion  of 
hydroxyproline,  however,  remained  high  and  photon 
absorptiometry  documented  continuous  loss  of  bone 


mineral.  Bone  biopsy  (Table)  revealed  active  osteoma- 
lacia without  excessive  bone  resorption,  indicating  that 
the  mineralization  defect  was  still  the  most  important 
lesion. 

Patient  J,  a 40  year  old  female,  presented  for  eval- 
uation of  a pathological  fracture  of  the  left  proximal 
femur  that  showed  poor  healing  in  the  plast  12  months. 
The  primary  physician  suspected  osteomalacia.  The 
patient  had  a long  history  of  low-back  pain  from  disc 
disease,  analgesic  abuse,  and  nephropathy  that  resulted 
in  renal  failure  about  18  months  prior  to  presentation. 
Her  renal  failure  required  peritoneal  dialysis  for  almost 
12  months.  On  presentation,  she  had  a serum  calcium 
of  9.1,  phosphorus  5.2,  and  creatinine  3.1  mg/dL. 
Serum  25-hydroxycalciferol  was  normal,  and  1,25 
dihydroxycalciferol  was  below  the  detection  limit.  The 
parathyroid  hormone  level  was  elevated.  Bone  scinti- 
gram was  grossly  abnormal,  showing  both  patchy  and 
diffuse  increased  uptake  of  radioactivity,  and  was  sug- 
gestive of  metabolic  bone  disease.  Th  opinion  of  the 
nephrologist  was  that  her  bone  disease  was  probably 
not  due  to  chronic  renal  insufficiency.  Bone  mor- 
phometry (Table)  showed  high  turnover  bone  disease 
without  evidence  of  mineralization  defect,  compatible 
with  hyperparathyroid  bone  disease  and  not  with 
osteomalacia. 
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1 Patient  H,  a 53  year  old  female,  was  affected  with 
\ obstructive  pulmonary  disease.  She  presented  with  low 
' back  pain  and  a history  of  compression  fractures  of  two 
I lumbar  vertebrae  in  the  past  two  years.  She  had  hot 
flashes  but  did  not  cease  to  menstruate.  In  February, 
1984,  she  had  a detailed  workup  for  metabolic  bone 
disease  with  virtually  negative  results.  No  appendicular 
osteopenia  was  demonstrated  by  photon  absorptiom- 
etry; there  was  no  evidence  of  increased  bone  turnover 
by  biochemical  indices  and  bone  scintigraphy.  The 
only  possible  abnormality  was  a fasting  hypercalciuria 
of  0.200  mg  Ca/mg  of  creatinine  (normal  below  0. 150) 
j and  a substantial  decrease  of  hydroxyproline  excretion 
(from  normal  baseline)  after  intravenous  calcium  infu- 
sion. Bone  biopsy  was  performed  and  the  surgeon 
commented  on  the  substantial  thickness  of  the  iliac 
cortex.  Bone  histomorphometry  was  normal  (Table). 
In  the  following  four  months,  the  patient  developed 
progressive  back  pain,  compression  fractures  of  several 
thoracic  vertebrae,  focal  increase  of  activity  uptake  on 
bone  scintigram,  increased  excretion  of  hydroxypro- 
line and  substantial  hypercalciuria  of  a resorptive  type. 
Extensive  additional  workup  failed  to  reveal  hemato- 
logical pathology,  occult  malignancy  or  causes  of  sec- 
ondary osteoporosis.  At  that  time,  the  patient  was  los- 
ing anterior  height  of  thoracic  vertebrae  at  a rate  of 
27.5%  per  year.  She  was  started  on  conjugated 
estrogens  and  calcium  supplements.  In  the  ensuing  four 
months,  no  additional  decrease  of  vertebral  heights 
occurred.  The  finding  of  normal  bone  biopsy  was  com- 
patible with  post-menopausal  osteoporosis.^ 

Comments  and  Discussion 

1.  Comments  on  Patients.  Patient  N had  probable 
multifactorial  osteopenia,  but  the  postgastrectomy  state 
with  subtle  steatorrhea  most  likely  resulted  in  subclin- 
ical  osteomalacia.  Osteomalacia  is  considered  a con- 
traindication for  treatment  with  fluoride*  because 
fluoride  itself  causes  a mild  to  moderate  mineralization 
defect.  More  importantly,  fluoride  with  insufficient 
calcium  supplements  or  in  calcium  malabsorption  pro- 
duces secondary  hyperparathyroidism  and  increased 
bone  resorption.^  This  latter  factor  was  most  likely  the 
primary  cause  of  the  patient’s  progressive  bone  loss. 
When  fluoride  was  discontinued  and  therapy  with  cal- 
cium and  calciferol  was  instituted,  the  patient’s  symp- 
toms improved  and  within  the  next  seven  months  she 
was  gaining  bone  mineral  density  (by  photon  absorp- 
tiometry) at  a rate  of  34%  per  year.  Patient  M had 
persistent  osteomalacia  but  no  histological  evidence  of 
excessive  bone  resorption  from  secondary  hyperpar- 
athyroidism. Therefore  calcium  deficiency  that  can 
occur  in  short-bowel  syndrome  even  after  repletion 
with  calciferol  was  an  unlikely  cause  of  the  patient’s 
continuous  bone  loss.  Additional  calcium  supplements 
by  the  oral  route  would  not  improve  the  bone  disease 
and  would  very  likely  aggravate  the  patient’s  chronic 


Figure.  Histomorphometric parameters.  A schematic  drawing  of 
a trabecule  of  cancellous  bone.  The  surfaces  of  mineralized  matrix 
(M)  covered  by  osteoid  (in  black,  O)  are  osteoid  surfaces,  (Os). 
Active  osteoid  surfaces  (AOs)  are  adjacent  to  bone  labeled  with 
tetracycline.  T1  and  T2  are  deposits  of  the  first  and  second  tetracy- 
cline label.  Resorption  surfaces  (Rs)  are  recognized  by  crenations, 
Howship’s  lacunae.  Osteoclast  resorption  surfaces  (OCLs)  contain 
osteoclasts  in  Howship’s  lacunae.  Enlarged  insert  on  left  (arrow) 
shows  the  osteoid  seam  width  (Ow)  and  the  distance  between  the 
two  tetracycline  labels  (Td). 

diarrhea.  The  causative  factor  in  the  patient’s  persistent 
osteomalacia  was  probably  the  direct  effect  of  pheny- 
toin  on  calcium  transfers  in  bone.'° 

Patient  J had  secondary  hyperparathyroidism  of 
chronic  renal  failure,  probably  in  the  healing  phase. 
Proper  treatment  was  normalization  of  serum  phos- 
phorus and  calciferol  administration  if  the  biochemical 
hyperparathyroidism  persisted.  Followup  studies  re- 
vealed normalization  of  serum  phosphate  and  parathy- 
roid hormone  level  along  with  radiological  evidence  of 
healing  of  the  hip  fracture. 

Patient  H was  apparently  evaluated  by  coincidence  at 
the  time  when  she  developed  active  phase  of  postmeno- 
pausal osteoporosis.  The  followup  measurements  of 
vertebral  heights  confirmed  stabilization  of  osteopo- 
rosis with  estrogen  replacement. 

2.  Indication  for  bone  biopsy  in  metabolic  bone 
disease.  Bone  biopsy  is  an  invasive,  though  by  experi- 
ence in  large  centers  safe,  method  even  when  per- 
formed on  an  outpatient  basis.  Processing  of  undecalci- 
fied bone  specimens  requires  special  and  expensive 
equipment  and  quantitation  of  histological  features  is 
time-consuming.  Semiquantitative  histological  assess- 
ment is  less  time-consuming  and  suffices  for  diagnostic 
and  therapeutic  decisions  in  overt  cases  of  typical  meta- 
bolic diseases,  but  such  cases  are  usually  recognized 
without  bone  biopsy. 

We  reserve  bone  biopsy  with  histomorphometry  for 
situations  in  which  1 ) several  pathogenetic  factors  may 
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participate  in  the  pathogenesis,  2)  rapidly  progressive 
bone  disease  and  time  delay  of  therapeutic  trials  may 
cause  an  unnecessary  and  usually  irreversible  bone 
loss,  3)  treatment  does  not  result  in  satisfactory  clinical 
response,  and  4)  biochemical  and  noninvasive  proce- 
dures fail  to  produce  diagnostic  information.  Thus  his- 
tomorphometric  examination  of  undecalcified  bone 
provides  not  only  information  for  diagnostic  conclu- 
sions, but  also  static  and  dynamic  parameters  that  allow 
the  physician  to  decide  the  best  therapeutic  approach, 
e.g.,  specific  measures  that  inhibit  excessive  bone  re- 
sorption or  stimulate  depressed  bone  formation. 

It  should  be  noted  that,  whereas  only  undecalcified 
bone  reveals  histological  features  essential  for  the  di- 
agnosis of  metabolic  bone  disease,  evaluation  of  local- 
ized bone  lesions  of  inflammatory  and  tumorous  nature 
remains  in  the  realm  of  standard  surgical  pathology  on 
decalcified  specimens. 

Summary 

Bone  histomorphometry  is  a powerful  tool  in  the 
evaluation  of  metabolic  bone  diseases.  Since  only  un- 
decalcified bone  sections  reveal  histological  features 
necessary  for  the  assessment  of  bone  formation  by 
static  and  dynamic  parameters,  the  processing  of  bone 


biopsy  specimens  requires  specialized  procedures  and 
equipment  not  available  in  the  routine  surgical  patholo- 
gy laboratory.  Indications  for  histomorphometry  are 
complex  and  rapidly  progressive  bone  diseases,  failure 
of  therapy,  and  non-diagnostic  results  on  workup  by 
noninvasive  methods.  Illustrative  applications  of  the 
procedure  on  problem-solving  in  metabolic  bone  dis- 
eases are  presented. 
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Cryptosporidiosis 

LeRoy  F.  Harris,  M.D.* 

Gilbert  M.  Kinzer,  M.D.t 


Cryptosporidiosis  is  a recently  reported  pro- 
tozoan infection  in  humans.  Manifestations  in 
immunologically  competent  patients  primarily 
consist  of  self-limited,  diarrhea  while  severe, 
unrelenting  diarrhea  is  characteristic  of  the 
disease  in  immunocompromised  hosts  (the 
majority  of  whom  have  the  acquired  immune 
deficiency  syndrome).  Diagnosis  is  achieved  by 
microscopic  examination  of  intestinal  biopsies 
or  by  modified  acid-fast  staining  of  fecal  sam- 
ples. Effective  treatment  is  not  established  but 
recent  experience  with  spiramycin  therapy  is 
encouraging. 


Cryptosporidiosis  is  a recently  reported  protozoan 
infection  in  humans  caused  by  Cryptosporidium 
species.  The  parasite  for  years  has  been  recognized 
widely  in  the  animal  kingdom  and  causes  an  illness 
featuring  diarrhea,  anorexia  and  weight  loss  which  is 
self-limited  or  rapidly  fatal  but  never  chronic.  Respira- 
tory symptomatology  associated  with  the  presence  of 
Cryptosporidia  along  the  tracheal  epithelium  also  is 
encountered.*  We  report  two  patients  with  cryptospo- 
ridiosis diagnosed  in  the  last  three  months  in  a single 

* Clinical  Assistant  Professor  of  Medicine,  School  of  Primary  Medical  Care,  Uni- 
versity of  Alabama  School  of  Medicine,  Huntsville  Program,  410  Lowell  Drive, 
Huntsville,  Alabama  35801. 

+ Clinical  Associate  Professor  of  Family  Practice,  School  of  Primary  Medical  Care, 
University  of  Alabama  School  of  Medicine,  Huntsville  Program,  401  Sivley  Road, 
Huntsville,  Alabama  35801. 


community  hospital  to  define  the  clinical  spectrum  of 
this  illness  and  suggest  that  cryptosporidiosis  in  hu- 
mans may  be  more  common  than  appreciated. 

Report  of  Cases 

Case  #1 

A 28  year  old  heterosexual  male  was  admitted  to  the 
hospital  with  a five  day  history  of  diarrhea,  fever, 
vomiting  and  abdominal  pain.  His  past  medical  history 
was  unremarkable  except  for  hypertension  and  he  had  a 
dog  as  a pet.  On  physical  examination  the  temperature 
was  103.5°  F and  his  abdomen  was  tender.  The  initial 
leukocyte  count  was  6200/cu  mm.  Stool  samples  for 
occult  blood,  bacterial  pathogens  and  routine  ova  and 
parasites  were  negative  but  a modified  acid-fast  stain  of 
a fecal  specimen  revealed  many  oocysts  consistent  with 
Cryptosporidia.  The  patient  was  treated  with  in- 
travenous fluids  and  gradually  improved  over  a four 
day  period. 

Case  #2 

A 37  year  old  homosexual  male  entered  the  hospital 
with  a two  month  history  of  diarrhea,  low  grade  fever 
and  weight  loss  of  30  pounds.  The  admission  tempera- 
ture was  100°  F and  the  patient  appeared  wasted.  The 
initial  leukocyte  count  was  4200/cu  mm,  the  ratio  of  T 
helper  to  T suppressor  lumphocytes  was  depressed  and 
the  patient  was  anergic  on  skin  testing.  Contrast 
radiologic  studies  of  the  gastrointestinal  tract  were  nor- 
mal. No  occult  blood,  bacterial  pathogens  and  routine 
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Brief  Summary  of  Prescribing  Information 

NORLESTRIN*  (norethindrone  acetate  and  ethinyl  estradiol  tablets.  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing,  please  see  full  prescribing  information  A Brief  Summary  follows 

DESCRIPTION 

Norlesirin  Products  are  progestogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  lor  the  prevention  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  Inals  with  Norlestrin  1/50  involving  25.983  therapy  cycles,  there  was  a preg- 
nancy rale  of  0 05  per  100  woman-years:  in  clinical  Inals  with  Norlestrin  2 5/50  involving 
96.388  cycles,  there  was  a pregnancy  rate  of  0 22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceplives  and  the 
risk  of  thromboembolism.  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  prt  jnancy  rate  and  patient  acceptance 
CONTRAINDICATIONS 

1 Thrombophlebitis  or  thromboembolic  disorders 

2 A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6 Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products 

WARNINGS 

Cigarebe  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (IS  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma. gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established.  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  siroke.  both  hemorrhagic  and  thrombotic 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2.0  times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9 5 times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a ma]or  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  coniraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data.  British  investigators  concluded  that  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives,  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  alter  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospective  study  suggested  the  per- 
sistence pf  risk  for  subarachnoid  hemorrhage 

Eslimafe  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use.  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  lhat  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and.  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization 

2 Ocular  Lesions.  Neuro-ocular  lesions,  such  as  oplic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision,  onset  of  propto- 
sis  or  diplopia,  papilledema,  or  retinal  vascular  lesions 

3 Carcinoma  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
IS  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives. however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives Close  clinical  surveillance  of  users  is.  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer, 
or  who  have  breast  nodules,  fibrocystic  disease  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A tew  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 

5 Usage  in  or  Immediately  Preceding  Pregnancy.  Birth  Delects  in  Ollspnng.  and  Malig- 
nancy in  Female  Ollspnng  During  early  pregnancy,  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy 
There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  alter  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  missed  two  consecutive  menstrual  periods  If  the  patient  has  not  adhered  to  the  sched- 


ule. the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy IS  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 
Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  altempling  to  conceive 
Administration  of  progestogen-only  or  progestogen-esirogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6 Gallbladder  Disease.  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrale  and  Lipid  Metabolic  Ellects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significani  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
IS  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  lequires  discontinuation  of  oral 
contraceptives 

to  Bleeding  Irregularities  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 
Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceplives 

1 1 Ectopic  Pregnancy  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives The  pretreatment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination 

2 Preexisting  uterine  leiomyomata  may  increase  in  size 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice  If  jaundice  develops,  the  medication  should  be  discontinued 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  deficiency 

8 Serum  folate  levels  may  be  depressed 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

to  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 
(a)  Increased  sulfobromophthalein  retention,  (b)  Increased  prothrombin  and  factors  VII. 
VIII.  IX,  and  X.  decreased  antithrombin  3.  increased  norepinephrine-induced  plalelet  aggre- 
gability  (c)  Increased  thyroid-bmding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives  thrombophlebitis,  pulmonary  embolism,  coronary  thrombosis,  cerebral 
thrombosis,  cerebral  hemorrhage,  hypertension,  gallbladder  disease,  benign  hepatomas, 
congenital  anomalies 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed  mesenteric  thrombo- 
sis. neuro-ocular  lesions,  eg.  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally 
gastrointestinal  symptoms;  breakthrough  bleeding,  spotting,  change  in  menstrual  flow, 
dysmenorrhea  amenorrhea  during  and  after  treatment,  temporary  infertility  after  discon- 
tinuance of  treatment,  edema,  chloasma  or  melasma,  breast  changes,  change  in  weight, 
change  in  cervical  erosion  and  cervical  secretion,  possible  diminution  in  lactation  when 
given  immediately  postpartum,  cholestatic  jaundice,  migraine;  increase  in  size  of  uterine 
leiomyomata,  rash  (allergic),  mental  depression,  reduced  tolerance  to  carbohydrates, 
vaginal  candidiasis,  change  in  corneal  curvature,  intolerance  to  contact  lenses 
The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted  premenstrual-like  syndrome,  cataracts,  changes  in  libido,  chorea, 
changes  in  appetite;  cystitis-like  syndrome,  headache,  nervousness,  dizziness:  hirsutisrrt. 
loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic  eruption,  vaginitis, 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence, 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy 

HOVI/ SUPPLIED 

Norlestrin  [21]  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  m packages  of  five 
compacts  and  packages  of  five  refills 

Norlestrin  [2]  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  m pack- 
ages of  five  compacts  and  packages  of  five  refills 
Norlestrin  Ei]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [FEj  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills. 

Norlestrin  [28]  t/50  is  available  in  compacis  each  containing  21  yellow  tablets  and  7 white 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  five  compacis  and  packages  of  five  refills 
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ova  and  parasites  were  detected  in  stool  samples  but 
numerous  oocysts  compatible  with  Cryptosporidia  were 
identified  by  modified  acid-fast  staining  of  fecal  speci- 
mens. Therapy  with  oral  spiramycin  was  instituted  and 
continued  for  14  days  without  success  and  the  patient 
was  discharged  to  a convalescent  home. 

Our  first  case  who  was  immunologically  intact  dem- 
onstrated a self-limited  illness  while  our  second  case 
who  we  believed  had  the  acquired  immune  deficiency 
syndrome  displayed  a protracted  course  refractory  to 
treatment. 

Discussion 

The  life  cycle  of  Cryptosporidia  is  monoxenous,  i.e. 
it  is  completed  in  one  host.  Ingested  oocysts  release 
sporozoites  in  the  gastrointestinal  tract  of  the  host.  The 
sporozoites  become  trophozoites  which  undergo  nu- 
clear division  (schizogony)  to  form  schizonts.  Schiz- 
onts  release  merozoites  which  evolve  into  gameto- 
cytes.  Gametocytes  join  to  become  zygotes  which  de- 
velop into  oocysts.  Oocysts  are  excreted  in  the  feces 
and  immediately  are  infective.  Development  also 
occurs  along  the  tracheal  epithelium  in  birds.  Because 
cryptosporidiosis  can  be  chronic  in  immunocom- 
promised hosts  it  is  postulated  that  merozoites  can 
reinitiate  the  process  of  schizogony.* 

The  predominant  manner  of  transmission  to  humans 
is  by  the  fecal  oral  route.  Humans  can  acquire  the 
parasite  from  animals  who  serve  as  the  reservoir  and 
human  to  human  spread  is  postulated  which  implicates 
humans  as  a reservoir.^  The  presence  of  Cryptosporidia 
in  the  pharynx  and  respiratory  secretions  raises  the 
possibility  of  transmission  via  saliva  and  inhalation.* 

The  incidence  of  human  cryptosporidiosis  is  un- 
known but  recent  articles  suggest  that  the  infection  is 
more  common  than  appreciated.  An  Australian  study 
found  a 4.1%  prevalence  in  patients  hospitalized  for 
gastroenteritis^  and  a 10.4%  prevalence  was  encoun- 
tered in  African  children  with  diarrhea.'*  An  increasing 
number  of  cases  of  cryptosporidiosis  in  patients  with 
the  acquired  immune  deficiency  syndrome  (AIDS)  is 
being  reported.* 

The  clinical  manifestations  and  prognosis  of  crypto- 
sporidiosis in  humans  depend  largely  on  the  immune 


status  of  the  host.  Immunologically  competent  patients 
develop  either  an  asymptomatic  infection  or  a self- 
limited illness  consisting  of  diarrhea  for  five  to  ten 
days,  fever,  abdominal  pain,  nausea  and  weight  loss.  In 
immunocompromised  hosts  (the  majority  of  whom 
have  AIDS)  cryptosporidiosis  manifests  as  severe, 
protracted,  watery  diarrhea  persisting  for  up  to  greater 
than  a year  and  unresponsive  to  any  treatment  modal- 
ity. Other  common  symptoms  include  fever,  weight 
loss  and  abdominal  pain.^  Pulmonary  disease^  and 
acalculous  cholecystitis^  involving  Cryptosporidia  also 
have  been  described  in  patients  with  AIDS. 

The  diagnosis  of  cryptosporidiosis  is  achieved  by 
light  or  electron  microscopic  examination  of  intestinal 
biopsies  or  by  stool  examination.  Routine  ova  and 
parasite  testing  of  fecal  samples  frequently  is  negative. 
Cryptosporidia  can  be  identified  by  a simple  iodine- 
stained  wet  mount  of  stool  and  most  reliably  are  de- 
tected by  a modified  acid-fast  stain  of  fecal  specimens.* 
Although  a wide  variety  of  agents  have  been  utilized, 
effective  treatment  for  cryptosporidiosis  has  not  been 
established.  Spontaneous  remission  has  occurred  in 
patients  who  recover  immune  competence*  and  recent- 
ly therapy  with  spiramycin  has  provided  encouraging 
results.^ 
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state  of  the  Art  Protection 


State  of  the  art.  Such“a  bold  statement  is  usually 
descriptive  of  medical  technology,  not  malpractice 
insurance.  But  the  level  of  achievement  Insurance 
Corporation  of  America  has  maintained  since  its 
founding  nine  years  ago  can  be  depicted  in  no  other 
way.  Just  as  the  qualities  embraced  by  this  assertion — 
strength,  expertise,  responsibility — are  necessary 
elements  of  your  daily  practice,  they  are  essential  to 
our  corporate  philosophy. 

Our  highly  selective  approach  to  underwriting, 
conservative  investment  philosophy  and  prudent 
operating  policies  provide  a strong  financial  base, 
which  solidifies  our  ability  to  protect  your  practice. 


Further,  as  a single-line  carrier,  our  commitment  to 
you  is  to  provide  a quality  product  and  service  for 
your  special  needs. 

Insurance  industry  submission  to  non-meritorious 
claims  is  a major  reason  why  malpractice  litigation  is 
a booming  business  and  why  physicians  are  paying 
the  price.  ICA  counters  in  this  volatile  market  by 
acting  rather  than  reacting  with  an  aggressive 
defense  posture.  And  our  strong,  professional  claims 
defense  team  is  the  cornerstone  of  our  responsibility 
to  you. 

State  of  the  art  protection— a bold  step  forward  in 
professional  liability  insurance. 

The  Specialist  in 
Professional  Liability. 
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Foundation  Builders 


The  Medical  Foundation  of  Alabama  gratefully  ac- 
knowledges the  contributions  it  received  during  1984 
and  further  encourages  all  physicians  to  consider  a gift 
to  the  Foundation  this  year. 

Listed  below  are  the  physicians  who  made  contribu- 
tions to  the  Foundation  during  the  period  from  July  1 to 
December  31 , 1984. 

Gifts  to  the  Medical  Foundation  of  Alabama  are 
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Avant,  W.  H. 
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Black,  J.  K.,  Jr. 

Dyas,  C.  L.,  Jr. 

Blackwell,  Jack 

Eisenhardt,  D.  F. 

Bodie,  F.  L. 

Elkus,  R.  A. 

Boehm,  G.  A.  W. 

Erath,  M.  G.,  Jr. 

Bolton,  J.  F. 

Esham,  R.  H. 

Boorgu,  N.  R. 

Faulkner,  S.  L. 

Box,  J.  C. 

Finklea,  J.  L. 

Brignac,  R.  N. 

Flowers,  P.  R. 

Brock,  E.  C.,  Jr. 

Flowers,  R.  E. 

Cain,  W.  S. 

Fondren,  F.  B. 

Cannon,  H E. 

Fortin,  J. 

received  in  a variety  of  ways:  bequests,  memorials,  real 
estate,  stocks  and  monetary  contributions.  Contribut- 
ing memberships  to  the  Foundation  are  $100  per  year. 
All  gifts  are  tax  deductible. 

Direct  all  correspondence  to  the  Foundation  to  Burr 
Ingram,  Medical  Foundation  of  Alabama,  P.O.  Box 
1900  C,  Montgomery,  AL  36197. 


Gerlach,  Rebecca 
Gewin,  H.  M. 
Golden,  C.  L. 
Goldfarb,  P.  M. 
Graham,  C.  P. 
Greenwalt,  A.  J. 
Grote,  C.  A.,  Jr. 
Gurley,  J.  N. 
Gwynn,  H.  B. 
Hansford,  W.  C. 
Harrison,  J.  M.,  Jr. 
Hataway,  C.  J. 
Hcrlihy,  C.  E. 

Hicks,  C.  R. 

Hicks,  J.  J. 

Higgs,  W.  R. 

Hill,  Wm.  A. 
Hillard,  E.  P. 
Hollingsworth,  J.  H. 
Hoover.  L.  J. 
Hyman.  Jack 
Johnson,  A.  L. 
Johnson,  Ben  J.,  Ill 
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Johnson,  J.  C. 
Johnson.  J.  Wayne 
Kavier,  A.  V. 

Kelly,  A.  G. 

Kelly,  J.  B. 
Kendricks,  R.  M. 
Kesmodel,  K.  F.,  Jr. 
Khoo,  David 
Kimbrough,  J.  G. 
King,  R.  T. 

Kirklin,  J.  K. 
Koopman,  W.  J. 
Lacour,  F.  A. 
Langford,  K.  H. 
Lester,  F.  M. 
Littleton,  J.  T.,  Ill 
Luther,  A.  L. 

Luther,  G.  C. 

Mac  Lean,  W.  A. 
Maddox,  W.  A. 
Malcolm,  I.  G. 
Miller,  Sam  C. 
Minor,  W.  H. 
Moore,  M.  J. 
Morrow,  J.  A. 
McCrory,  E. 
McGinley,  R.  B. 
McLeod,  A.  C.,  Jr. 
Nabers,  H.  C. 
Nettles,  J.  D. 
Neurology  Assoc. 


Noah,  G.  C. 

Overbach,  A. 

Owings,  W.  O. 
Parsons,  W.  C. 

Patton,  David  W. 
Peinhardt,  W.  F. 
Pendleton,  H.  H.,  Jr. 
Penton,  G.  B. 

Perry,  H.  Alan 
Pfeiffer,  R.  B. 
Pittman,  James  A.,  Jr. 
Porter,  C.  M. 
Pritchard,  C.  D. 
Putman,  M.  L. 
Quinlan,  P. 

Raider,  Louis 
Randall,  R.  K. 

Reddy,  A.  B. 

Reed,  R.  L. 

Rivard,  R. 

Robertson,  J.  E. 
Robichaux,  R.  P. 
Roth,  R.  E. 

Ruben,  E.  B. 
Rutherford,  L. 
Rutledge,  G.  L.,  Jr. 
Rutledge,  G.  L.,  Ill 
Sanders,  Joe  D. 
Sanders,  Stephen 
Scanlan,  J.  M. 

Sellers,  B.  B. 


Semon,  J.  E. 

Shelton,  T.  C. 

Simpson,  D.  C. 

Sims,  R.  L. 

Slappey,  Donald  F. 
Smith,  M.D. 

Smith,  R.  F. 

Smith,  W.  A.,  Jr. 
Sosnowchik,  J. 

Strange,  C.  E. 

String,  S.  T. 

Tally,  W.  J. 

Tan,  L.  T. 

Taylor,  W.  A. 
Thomason,  J.  M. 
Thompson,  J.  H. 
Thompson,  John  L.,  Jr. 
Tietke,  W. 

Tucker,  A.  L. 
University  of  Alabama 
Walsh,  C.  M.,  Ill 
West,  J.  E. 

Whitfield,  F.  S. 

Willett,  R.  E.,  Jr. 
Williams,  R.  FI. 

Wool,  Jack 
Yohn,  Kenneth  C. 
Zarzour,  R.  J. 
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. . . your  clear  channel  to  the 
AMERICAN  MEDICAL  ASSOCIATION’S 
SPEAKERS  TRAINING,  HEALTH  REPORTING/ 
RADIO-TV  CONFERENCE 
in  San  Diego,  CA 
May  2-5, 1985 


Plan  to  attend  the  increasingly  popular  Speakers  T raining,  Health  Reporting/Radio-TV  Conference 
. . . learn  to  speak  before  live  audiences . ...  polish  your  on-air  skills  as  you  work  with  top  national 
communications  specialists ...  get  ready  for  the  opportunity  to  do  health  reporting  on  radio  and 
television . . . network  among  your  peers  in  the  media. 


Category  1 CME  Credit 

Courses  include:* 


Speakers  Bureau  Training,  an  introduction  to  podium  speaking  techniques.  Learn  the 
effectiveness  of  gestures,  phrasing  and  eye  contact. 

Scriptwriting,  make  your  medical  stories  conversational,  interesting  and  informative 
for  the  general  public. 

Videotape  Editing,  first  hand  experience  in  matching  scripts  to  videotape. 

Lights,  Camera,  Action,  television  studio  experiences  with  use  of  teleprompter, 
featuring  individualized  videotape  play  back  and  critiques  of  your  work. 

Tape  Critiques,  concentrated,  individualized  critique  sessions  of  your  on-air  work. 

Radio  and  television  production 

For  more  information  call  collect  (312)  645-4421 


PROGRAM  SCHEDULE: 

Thursday,  May  2 

Welcome  Reception  6;30-7:30pm 

Friday  & Saturday,  May  3 & 4 

Workshops  and  lunch  8am-6pm 

Sunday,  May  5 

Workshops  9am-noon 


Enjoy  the  award-winning,  full-service  resort  hotel  on  San 
Diego  Bay ..  .The  Sheraton  Harbor  Island  East  Hotel. 

Register  early.  Class  size  is  limited  and  enrollment  will  be  on 
first  come,  first  served  basis  as  we  receive  your  registration 
forms.  Registration  deadline  is  April  1 , 


American  Medical  Association 

SPEAKERSTRAINING/HEALTH  REPORTING,  RADIO-TV  CONFERENCE 

Registration:  $295  AMA  members,  $410  non-members,  $75  students/residents 
Fee  includes  reception,  meals,  workshops  and  materials. 

Enclosed  please  find  my  check  for  $ payable  to  the 


American  Medical  Association,  535  N.  Dearborn,  Chicago,  Illinois  60610 
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The  Art  and  Science  of  Wound 
Healing:  The  Physician  Can 
Influence  the  Process 

E.  Gaylon  McCollough,  M.D.,  F.A.C.S. 

Donn  R.  Chatham,  M.D. 


Wound  healing  is  a process  of  concern  to  all  physi- 
cians, surgeons,  and  non-surgeons  alike.  The 
body’s  capacity  for  healing  itself  is  a measure  of  that 
patient’s  innate  health,  but  may  also  reflect  the  proper 
or  improper  environment  in  which  the  patient  resides. 
Injured  tissue,  especially  integument,  usually  has  the 
capacity  to  return  itself  to  a near  normal  pre-injured 
status  but  sometimes  there  arise  factors  which  thwart 
this  process.  The  skin  is  commonly  and  often  visibly 
subjected  to  insult  either  from  an  accidental  injury,  a 
metabolic  or  infectious  process  or  a surgically  created 
wound.  Factors  affecting  the  healing  of  skin  and  other 
tissues  can  be  divided  into  intrinsic  and  extrinsic  com- 
ponents. (Figure  I) 

Intrinsic  factors  include  cellular,  hormonal  and  en- 
zymatic functions  which  culminate  in  normal  epithe- 
lialization,  wound  contraction  and  collagen  synthesis. 

Extrinsic  factors  are  those  which  the  surgeon  and 
patient  have  the  capability  of  influencing.  It  may 
appear  at  first  glance  that  the  responsibility  for  optimal 
wound  healing  is  entirely  that  of  the  body’s  and  that  the 
physician  plays  an  almost  passive  role.  On  the  contrary 
there  are  a number  of  factors  the  physician  can  alter. 


whether  the  patient  presents  with  a random  abrasion  or 
laceration  secondary  to  an  accident,  an  indolent  super- 
ficial skin  ulceration,  or  an  optimally  controlled  post- 
surgical  incision.  While  many  factors  still  remain  out  of 
the  realm  of  the  physician’s  controls,  some  of  the  ones 
he  might  direct  which  influence  the  rate  of  healing  and 
the  amount  of  scarring  include:  the  patient’s  nutritional 
state,  pharmacologic  agents  (including  antimicrobial 
therapy),  surgical  technique,  wound  coverage,  wound 
hygiene,  wound  immobilization,  avoidance  of  irritants 
and  dressing  aesthetics.  It  is  difficult  to  decide  which 
ones  are  most  important  since  all  are  part  of  an  environ- 
ment which  favors  optimal  wound  healing. 

Nutrition  in  the  form  of  well-balanced  caloric  intake 
provides  necessary  amino  acids  and  carbohydrates 
needed  for  cell  metabolism.  Vitamins  and  minerals 
play  a vital  part  in  wound  heating.  Vitamin  C (ascorbic 
acid)  acts  as  a co-factor  in  hydroxylation  of  collagen 
and  may  affect  both  fibroblast  division  and  collagen- 
olytic  activity.  Cells  deficient  in  Vitamin  C are  inca- 
pable of  synthesizing  mature  collagen.  Vitamin  A, 
Vitamin  B (thiamine)  and  Vitamin  B-6  (pyridoxine) 
may  affect  collagen  organization.  Vitamin  E enhances 
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fibroblast  growth.  Conversely  dietary  deficiencies  are 
associated  with  increased  synthesis  of  prostaglandins 
E2  and  F2  which  enhance  unwanted  collagenase  pro- 
duction in  the  healing  wound.  * Large  doses  of  Vitamin 
E,  however,  may  reduce  collagen  formation  and  from 
the  experience  of  the  authors  appear  to  be  associated 
with  increased  intraoperative  bleeding.  Copper  and 
iron  are  cofactors  in  collagen  hydroxylation.  Zinc  is  a 
necessary  element  for  nucleic  acid  and  protein  (includ- 
ing collagen)  synthesis.^ 

Both  systemic  and  topical  pharmacologic  agents 
affect  normal  healing.  Large  doses  of  systemic  corti- 
costeroids impair  fibroblast  proliferation,  inhibit  the 
oxidation  of  glucose,  reduce  collagen  and  mucopoly- 
saccharide production,  and  decrease  blood  vessel  pro- 
liferation. Topically  applied  corticosteroids  can  pro- 
duce the  same  sequellae,  depending  on  their  percu- 
taneous absorption.  These  agents  are  generally  used  for 
their  anti-inflammatory,  antipruritic,  and  anti-allergic 
actions  and  are  available  in  various  vehicles.  In  gener- 
al, steroid  ointments  provide  a more  occlusive  effect 
while  creams  tend  to  dry  more  quickly.  They  can  also 
be  applied  as  lotions,  aerosols  and  solutions.  Caution 
must  be  exercised  in  using  the  more  potent  (fluorinated) 
steroids  on  a highly  vascular  healing  wound  and  in  the 
use  of  steroids  in  children  who  may  exhibit  greater 
susceptibility  to  hypothalamic-pituitary-adrenalaxis 
i|  suppression. 

' 


j 
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Figure  I.  This  photograph  of  the  right  side  of  a patient’s  face 
demonstrates  proper  wound  healing  at  I week  after  rhytidectomy. 
Minimal  ecchymoses,  edema  and  erythema  in  the  areas  of  dissec- 
tion and  the  lack  of  crusting  along  the  suture  lines  are  evidence  that 
the  healing  process  is  progressing  normally. 

Antibiotics  play  an  important  role  in  preventing  post- 
injury wound  infection.  It  is  well  established  that  circu- 
lating levels  of  systemic  antibiotics  at  the  time  of 
surgery  are  associated  with  a decreased  incidence  of 
post-operative  wound  infections.  Since  the  most  com- 
mon isolate  of  skin  wound  infections  is  staph  aureus,  a 
broad  spectrum  penicillina.se-resistant  antibiotic  is  a 
good  choice  for  prophylaxis,  providing  the  patient  does 
not  have  a penicillin  allergy.  Topical  antibiotics  can 


also  be  used,  as  well,  for  wound  infection  prophylaxis 
and  as  therapy  for  superficial  skin  infections  secondary 
to  susceptible  organisms.  Prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms  or  fungi. 
Other  precautions  to  consider  are  possible  neomycin 
hypersensitivity,  gentamicin  induced  photosensitivity, 
chloramphenicol  induced  blood  dyscrasias  and,  rarely, 
bacitracin  induced  allergic  contact  dermatitis.^ 

Other  commonly  prescribed  drugs  for  the  surgical 
patient  may  affect  wound  healing.  Recent  studies  in 
animal  and  human  wound  healing  suggest  a reduction 
in  the  enzyme  collagenase  in  the  presence  of  tetracy- 
cline thereby  preserving  existing  collagen."^  Although  it 
would  rarely  be  a problem,  atropine  in  large  doses 
inhibits  glycoprotein  synthesis.  On  the  other  hand 
aspirin  and  nonsteroidal  anti-inflammatory  drugs 
which  are  frequently  abused  by  self-medicators  can 
prolong  the  bleeding  time  and  could  lead  to  an  in- 
creased incidence  of  intra  and  post-operative  bleeding 
and  hematoma  formation.  In  some  patients,  aspirin 
may  alter  coagulation  factors  for  as  long  as  two  weeks; 
therefore  a careful  history  and  explicit  pre  and  post 
operative  instructions  are  recommended. 

Surgical  technique  in  the  iatrogenic  wound  also  in- 
fluences healing.  Fine  delicate  instruments  are  recom- 
mended for  handling  tissues.  Care  must  be  taken  to 
avoid  any  undue  tissue  trauma  (excessive  wound  clo- 
sure tension  and  overly  aggressive  hemostatic  forces). 
Electrocautery  can  be  used  for  hemostasis  if  the  depth 
of  tissue  wounding  is  not  excessive  but  use  of  chemical 
cauterizing  agents  is  best  avoided.  The  selection  of 
suture  materials  with  minimal  tissue  reaction  has  ob- 
vious benefits.  Stainless  steel  staples  cause  minimal 
inflammatory  reaction,  less  than  that  seen  with  mono- 
filament nylon  (Figure  II).  Buried  sutures  are  often 
necessary  as  ligatures  or  layered  closures  but  produce  a 
foreign  body  reaction  and  can  increase  the  incidence  of 
wound  infection.  The  order  of  decreasing  wound  clo- 
sure reactivity  may  be  as  follows:  cotton,  silk,  polygly- 


Figure  II.  Stainless  steel  staples  are  useful  in  closing  wounds  in 
hair  hearing  areas  .so  that  shaving  can  he  avoided.  At  one  week 
post-operatively  tissue  reaction  to  the  staples  is  minimal. 
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Figure  III-A.  A subcuticular  suture  of  monofilament  nylon  pro- 
duces minimal  reactivity.  It  is  the  suture  of  choice  in  areas  where 
multiple  external  suture  penetrations  may  lead  to  cysts  or  milia. 


Figure  III-B.  Interrupted  mild  chromic  catgut  (6-0)  is  often  used 
for  additional  approximation.  It  is  the  suture  of  choice  in  lower 
eyelid  incisions.  Surprisingly  tissue  reactivity  is  minimal  when  used 
in  the  skin  and  kept  moist. 


Figure  III-C.  At  one  week  the  catgut  sutures  in  the  lower  lid  have 
absorbed.  The  subcuticular  suture  in  the  upper  lid  is  still  in  place, 
but  is  removed  at  this  same  time.  Note  the  minimal  tissue  reaction  to 
both  suture  material. 


colic  acid  and  polyglactin,  plain  catgut,  chromic  cat- 
gut, braided  nylon,  monofilament  nylon  and  then  steel. 
Tensile  strength,  ease  of  handling,  absorption  rate  and 
color  are  also  important  factors  in  the  selection  of  the 
appropriate  suture  material  for  any  given  wound  (Fig- 
ure III). 

Wound  Coverage  reduces  epidermal  and  dermal 
healing  time  by  50%.  The  moist  exudate  which  in- 
creases epithelial  migration,  collagen  deposition  and 
capillary  regeneration  can  be  obtained  by  the  appropri- 
ate use  of  tapes  or  ointments  depending  upon  the  type  of 
injury.^  For  incisional  or  lacerated  wounds  we  recom- 
mend coverage  with  taping  following  suturing,  when 
feasible.  However,  caution  must  be  exercised  with 
regard  to  tape  selection  since  some  fabric  tapes  leave  a 
glue  residue  and  may  produce  an  allergic  dermatitis 
(Figure  IV).  Removal  of  tape  should  be  gentle  and 
directed  toward  the  wound’s  edges  to  reduce  tension  on 
the  healing  scar  and  avoid  dehiscence  (Figure  V).  Ex- 
perimental wounds  subjected  to  bacteria  innocula  dem- 
onstrated that  taped  wounds  (“butterfly  closure”) 
usually  exhibit  the  smallest  incidence  of  infection,  fol- 
lowed by  stapled  wounds,  then  by  sutured  wounds. 

For  abraded,  exfoliated  or  burned  wounds  we  recom- 
mend that,  if  possible,  crusts  or  scabs  be  avoided  since 
the  development  of  a crust  or  scab  appears  to  delay 
healing  by  approximately  50%.  Wounds  can  be 
allowed  to  heal  in  a covered  (moist)  or  on  open  (dry) 
state. 

In  a study  performed  by  Maibach  and  Rovee^  in  the 
skin  of  a pig,  the  sequence  of  healing  was  studied  at 
intervals  by  both  gross  observation  and  histologic  sec- 
tions. In  the  open  wounds  a thin  yellowish  crust  or  scab 
forms  after  about  24  hours  and  the  gross  appearance  of 
the  wound  changes  little  for  1 week.  With  24  hours  of 
injury,  regeneration  of  epidermis  begins  from  the 
wound  margin  and  sheaths  of  hair  follicles  and  resur- 
facing is  complete  by  day  seven  as  the  clot  gradually 
dissolves.  However,  the  regenerating  epidermis  must 


Figure  IV- A.  Micropore  tape  is  shown  applied  to  an  incision  of 
the  submental  region  of  this  patient. 
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Figure  IV-B.  In  areas  where  wounds  will  be  subjected  to  stress 
(such  as  in  the  neck  of  this  patient  who  had  a dibilitating  scar 
contracture  revised),  cross  taping  provides  a nice  coverage  and  the 
necessary  support.  The  external  layer  is  composed  of  tan 
micropore®  tape. 


Figure  IV-C. 


Figure  V.  One  week  later  the  tape  is  gently  removed,  pulling 
parallel  to  the  suture  line.  The  fine  catgut  sutures  usually  adhere  to 
the  tape  and  are  removed  with  it.  The  wound  shows  evidence  of 
rapid  healing. 

move  under  the  dry  crust  which  acts  as  a barrier  to 
migration.  The  upper  surface  of  the  dermis  also  is 
formed  and  shrinks  somewhat  by  day  15.  The  tissues 


appear  fully  healed  and  normal  by  day  40. 

On  the  other  hand,  wounds  treated  by  covering  them 
with  a polyethylene  film  encourages  the  wound  to  re- 
tain its  fluid  state  rather  than  allow  a crust  to  develop. 
The  regenerating  epidermis  moves  more  easily  through 
the  moist  exudate  above  the  old  dermis.  In  the  experi- 
ments by  Maibach  and  Rovee,  the  covered  wound  was 
completely  covered  by  epidermis  two  or  three  cells 
thick  in  72  hours.  By  day  3,  the  new  epidermis  was  6 
cells  deep.  New  blood  vessels  appeared  at  48  hours,  3 
days  earlier  than  for  the  dry  wounds.  By  day  20,  nor- 
malcy had  returned.  In  this  controlled  study  the  wound 
healed  twice  as  quickly  when  kept  moist  and  crusting 
was  prevented. 

In  a series  of  human  experiments  in  which  superficial 
wounds  were  made  extending  into  the  dermis,  com- 
plete epithelization  occurred  within  24  hours  when  the 
wound  was  covered.  The  same  wound  requires  2 to  3 
days  to  heal  when  exposed  to  air  and  allowed  to  dry. 

An  area  which  contains  numerous  hair  follicles  has  a 
greater  tendency  for  resurfacing  itself  without  scarring 
than  does  an  area  in  which  hair  follicles  and  sweat 
glands  are  less  abundant. 

Generally  a deeper  scar  forms  and  delayed  healing 
results  when  a wound  is  left  uncovered  and  allowed  to 
crust.  This  explains  the  deeper  scars  which  often  follow 
severe  cases  of  acne  or  chicken  pox  (Figure  VI).  The 
physician  should  not  be  misled,  however,  into  believ- 
ing that  occlusion  should  be  the  general  practice  for 
treating  all  wounds.  While  this  technique  is  useful  in 
treating  most  incisional  wounds,  graft  donor  sites, 
mesh  grafts,  superficial  abraded  wounds  or  burns,  der- 
mabraded  skin  or  skin  subjected  to  chemexfoliation, 
the  danger  of  bacterial  growth  and  infection  is  a valid 
consideration;  therefore,  adjunctive  measures  of 
appropriate  wound  care  are  essential.^ 

Wound  hygiene  encompasses  procedures  designed  to 
cleanse  the  skin  both  pre-operatively  and  post- 
operatively.  Liquid  detergent  has  bacteriostatic  and  oil 
emulsifying  properties  as  it  cleans  the  surface  of  the 
skin.  Post-operatively  it  is  important  to  prevent  a dry 


^ ■ V ' 

Figure  VI.  This  drawing  represents  a cross  section  of  skin  con- 
taining acne  and  chicken  pox  scars.  Scars  “a,  b & c”  are  more 
typical  post  acne  scars  whereas  scar  ‘ 'd' ' is  more  typical  of  those 
resulting  from  chicken  pox. 
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crust  from  developing  since  this  has  been  shown  to 
prolong  healing.  Within  several  hours  after  surgery  or 
skin  injury,  blood  and  serum  begin  to  form  between 
wound  edges  and  sutures  and  may  produce  more  scar- 
ring if  they  are  not  removed.  An  oxidizing  agent  such  as 
hydrogen  peroxide  applied  to  a wound  edge  decom- 
poses in  the  presence  of  organic  matter  and  provides  a 
germicidal  effervescence  as  it  cleanses  the  wound.  Ap- 
plication of  an  ointment,  such  as  petrolatum  or  a bland 
vegetable  base  cream  (Dermed®,  formerly  Dermex®),* 
between  cleansings  provides  a long  acting  occlusive 
surface  which  has  no  known  sensitization  potential  and 
acts  as  a water  barrier.  Early  removal  of  sutures  di- 
minishes the  inflammatory  burden  of  the  wound  reduc- 
ing the  amount  of  foreign  material  requiring  phagocy- 
tosis. 

Use  of  a medicinally  impregnated  gauze  over 
selected  suture  sites  promotes  wound  cleansing  and 
debridement  when  removed  and  does  not  leave  a lint 
residue  on  the  skin  as  do  some  cotton  or  paper  dress- 
ings. 

Incisions  or  wounds  of  the  scalp  may  be  more  diffi- 
cult to  keep  clean,  but  saturating  them  with  hydrogen 
peroxide  several  times  daily  and  gentle  cleansing  using 
a mild  shampoo  beginning  the  day  following  treatment 
will  facilitate  this  process.  Abraded  wounds  or  skin  that 
has  been  chemexfoliated  has  a great  tendency  to  form  a 
serosanquinous  crust.  Healing  will  be  hastened  by 
keeping  these  wounds  moist  and  using  frequent  tap 
water  showers,  perhaps  every  4 hours,  followed  by 
covering  the  wounds  with  an  emmolient  such  as 
Dermex®  (Figure  VII). 

Wound  immobilization  decreases  the  incidence  of 
dehiscence  and  promotes  hemostasis  as  it  decreases  the 
risk  of  microhemorrhage.  By  limiting  motion  and  other 
mechanical  forces  on  the  wound  which  stimulate  in- 
creased collagen  volume,  less  total  scar  tissue  is  pro- 
duced. Immobilization  also  decreases  pain  thereby  re- 
ducing the  need  for  analgesics  which  may  in  them- 
selves cause  unwanted  side  effects  and  delay  recovery 
in  the  surgical  patient.  Cross-taping  with  Micropore® 
tape  is  usually  sufficient  for  smaller  wounds  where 
little  or  no  undermining  was  indicated.  In  such  cases  a 
proper  two  (2)  or  three  (3)  layered  closure  eliminates 
any  “dead  space.’’  However,  in  more  extensive 
wounds,  a properly  applied  pressure  dressing,  when 
indicated,  usually  controls  post-operative  microhemor- 
rhage from  venules  and  arterioles  of  0.03  mm  or  less  in 
diameter.  Undermined  skin  frequently  requires  this 
type  of  immobilization  to  reduce  the  incidence  of 
hematoma  or  seroma  (Figure  VIII).  Other  adjunctive 
measures  include  elevation  of  the  wound  (above  the 
level  of  the  heart),  maintenance  of  normal  blood  pres- 
sure, reduction  of  the  surface  skin  temperature  and 
control  of  endogeneous  catecholamines.  Collectively, 

* (Holloway  Pharmaceuticals,  Oxmoor  Circle,  Suite  111.  Birmingham.  AL) 


Figure  VII -A.  Recently  dermabraded  skin  is  shown  covered  with 
Dermed®  cream  which  is  applied  after  each  cleansing  shower  to 
keep  the  skin  moist. 


Figure  VII -B. 

all  these  factors  act  to  reduce  post-operative  bleeding 
and  the  swelling  of  transudative  edema.  Exudative  (in- 
flammatory) edema  is  of  a different  etiology  and  is 
therefore  more  difficult  to  control. 

Avoidance  of  skin  irritants  in  the  post-operative 
period  reduces  the  development  of  an  allergic  or  irritant 
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Figure  VII-C.  The  same  patient’s  skin  is  shown  after  one  week  of 
Dermed^  showing  good  re-epithelialization  and  minimal  crusting. 


Figure  VI I -D. 

dermatitis  which  increases  the  inflammatory  wound 
response  and  delays  satisfactory  healing.  Make-up, 
hair  rinses  and  dyes,  fingernail  polishes,  lipsticks  and 
perfumes  should  all  be  avoided  until  the  wound  surface 
is  healed.  The  most  common  skin  sensitizer  found  in 
cosmetic  products  is  a fragrance,  cinnamic  aldehyde.*^ 


Figure  VIII.  Pressure  dressings  are  used  over  undermined  areas 
for  the  first  few  hours  following  surgery,  such  as  face  lifting.  They 
help  stabilize  the  wounds,  prevent  bleeding  and  often  give  the 
patient  a sense  of  security. 

Aesthetics  of  the  dressing  are  important,  too,  as  an 
attractive  package  contributes  greatly  to  the  patient’s 
sense  of  well  being.  Dressings  may  vary  greatly  but 
should  not  interfere  with  uninvolved  parts,  should  re- 
main firmly  in  place  and,  of  course,  be  neat  (Figure 
IX). 

Summary 

Patients  in  whom  the  physician  expects  optimal 
wound  healing  should  be  encouraged  to  maintain  a 
proper  diet  supplemented  with  a daily  multivitamin 
containing  vitamins  A,  D,  C,  thiamine,  riboflavin, 
niacin,  pyridoxine,  vitamin  B-12,  fluoride,  folic  acid, 
iodine,  iron,  magnesium,  copper,  zinc  and  calcium. 
Supplemental  oral  doses  of  vitamin  C (1000-2000  mg/ 
day)  are  thought  to  be  beneficial.  In  the  surgically 
created  wound  several  factors  directly  affect  wound 
healing. 

Pharmacologically,  prednisone  in  a one  time  pre- 
operative oral  dose  (20-40  mg)  tends  to  reduce  in- 
flammation and  swelling.  Trypsin  and  chymotrypsin 
administered  orally  post-operatively  seems  to  also  re- 
duce inflammation  and  edema.  Adequate  pre-operative 
sedation  using  diazepam  and  dimenhydrinate  reduces 
circulating  endogenously  produced  catecholamines 
thereby  keeping  blood  pressure  at  mere  normal  levels 
and  reduces  the  need  for  intra-operative  narcotic 
analgesia  which  often  produces  nausea,  vomiting  and 
respiratory  depression. 

In  selected  cases  of  post-operative  contact  dermati- 
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Figure  IX.  When  possible,  a dressing  should  be  aesthetically 
pleasing.  This  type  of  rhinoplasty  dressing  blends  with  the  facial 
skin  and  yet  provides  support  and  the  desired  pressure. 

tis,  some  types  of  eczema,  or  persistent  inflammation, 
short  term  use  of  topical  hydrocortisone  cream  (0.5- 
1.0%  on  facial  wounds  and  stronger  preparations,  in- 
cluding fluorinated  products,  on  other  areas  of  the 
body)  may  be  used  3 or  4 times  daily.  A cephalosporin 
class  antibiotic  such  as  cefadroxil  provides  broad  spec- 
trum coverage  with  the  convenience  of  a twice  daily 
administration  during  the  immediate  post-operative 
phase  of  healing.  Cephalosporins  are  selected  over 
penicillins  for  prophylactic  use  because  of  the  high 
incidence  of  penicillin  allergy.  Topically,  bacitracin 
ointment  provides  a broad  spectrum  antibiotic  in  the 
occlusive  petrolatum  vehicle  and  rarely  causes  an  aller- 
gic reaction  sometimes  associated  with  neomycin  con- 
taining ointments. 

Strict  adherence  to  sound  surgical  technique  is  essen- 
tial. Intraoperative  hemostasis  is  obtained  with  local 
pressure  and  by  using  bipolar  cautery  which  tends  to 
reduce  the  depth  of  tissue  damage.  Skin  wounds  are 
closed  with  minimal  tension.  Selection  of  wound  clo- 
sure materials  (sutures,  staples  or  tape)  is  governed  by 
consideration  of  location  of  the  incision,  strength  of  the 
material  and  reactivity  of  the  material.  Absorbable  su- 
tures (6-0  catgut)  are  generally  preferred  in  children  so 
that  the  apprehension  of  suture  removal  is  avoided 
(Figure  X). 

Sutured  wounds  are  covered  with  petroleum  jelly  or 
paper  (Micropore®)  tape,  depending  upon  their  loca- 
tion. Vaseline®  is  physiologically  inert,  does  not  sensi- 
tize skin  and  helps  maintain  a moist  wound.  Mi- 
cropore® tape  adheres  to  skin  longer  than  other  tapes. 


Figure  X-A.  In  children,  the  closure  of  scars  and  defects  can  be 
accomplished  with  an  absorbable  suture  such  as  6-0  mild  chromic 
catgut,  thereby  eliminating  the  anxiety  associated  with  suture  re- 
moval. 


Figure  X-B.  After  two  (2)  weeks,  skin  is  healing  well  and  there  is 
minimal  evidence  of  reaction  to  catgut  suture  material  most  of 
which  had  dissolved  at  one  week. 

has  absorbent  capacity,  allows  the  wound  to  “ex- 
change gas,”  can  be  removed  easily,  does  not  leave  a 
residue  on  the  skin  and  rarely  provokes  skin  sensitivity. 
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Pre-operatively,  the  skin  can  be  “preped”  with  a 
detergent  such  as  Phisohex®  (hexachlorophene  liquid 
soap  USP)  and  the  hair  washed  with  Septisol®  (hexa- 
chlorophene). Post-operatively,  3%  hydrogen  peroxide 
(usually  containing  a preservative,  acetanilid)  works 
well  to  cleanse  wounds  as  it  releases  nascent  oxygen, 
acts  as  a transient  germicide  and  deodorant.  (Hydrogen 
peroxide  six  percent  and  ten  percent  solutions  are  used 
as  a hair  bleach  and  may  irritate  some  patients’  skin.) 
Application  of  hydrogen  peroxide  is  best  done  by  gen- 
tle stroking  parallel  to  the  wound  edges  using  cotton 
tipped  swabs  on  more  delicate  wounds.  This  procedure 
tends  to  remove  particles  of  serum,  blood  and  epithelial 
debris  from  the  wound  surface.  When  catgut  suture  is 
used  for  skin  closure,  in  the  presence  of  other  organic 
material  the  hydrogen  peroxide  acts  to  liberate  O2.  This 
along  with  petrolatum  coverage,  encourages  early  dis- 
solution of  this  suture  material.  At  one  week,  any 
undissolved  suture  pieces  can  be  gently  removed  from 
the  wound  edges  with  minimal  trauma.  It  must  be 
emphasized  that  if  catgut  sutures  are  used  for  skin 
closure,  they  must  be  covered  by  tapes  or  kept  moist 
otherwise  they  will  dry  out  and  will  not  absorb  within 
the  5-7  day  period  when  skin  sutures  are  generally 
removed. 

Incisions  requiring  pressure  dressings  are  generally 
covered  with  Xeroform®  gauze  impregnated  with  pet- 
rolatum and  three  percent  bismuth.  When  this  dressing 
is  removed  the  following  day,  any  blood  and  serum 
which  has  accumulated  along  the  wound  edges  is  also 
removed.  Immobilization  of  wounds  should  be  encour- 


aged by  the  use  of  pressure  dressings.  An  elastic  dress- 
ing, Coban®,  which  adheres  only  to  itself,  has  proved 
to  be  an  effective  material  to  secure  certain  dressings 
requiring  pressure  over  the  wounds  or  incisions.  Cold 
compresses  are  strongly  encouraged  over  any  exposed 
operated  areas  for  the  first  48-72  hours  post-op- 
eratively. Of  course  thereafter,  proper  limitations  of 
motion  and  trauma  to  their  wounds  requires  persistent 
discipline  on  the  part  of  the  patient. 

In  Conclusion 

While  the  physician  does  not  have  total  control  over 
the  complex  process  of  wound  healing,  every  effort 
should  be  made  to  supply  these  extrinsic  factors  which 
acting  in  concert  with  nature’s  intrinsic  factors  provide 
the  patient  with  the  best  possible  environment  for 
optimal  wound  healing. 
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An  Internist’s  Reflection  On  the 

Aging  Process 

J.  J.  Kirschenfeld,  M.D. 


Introduction 

The  aging  population  is  rapidly  increasing  and 
the  primary  physician  will  continue  to  take  care  of 
more  and  more  of  the  aged  in  the  years  to  come.  In 
my  own  practice  I am  finding  that  geriatrics  is  be- 
coming a major  part  of  medical  care  and  consumes  a 
large  portion  of  my  daily  activities.  I find  that  there 
is  considerable  misinformation  in  regards  to  the 
process  of  aging  and  in  order  to  rectify  this  situation 
not  only  among  the  geriatric  patients  but  also 
among  their  family  members  and  the  public  at 
large,  I have  included  some  of  my  thoughts  on  the 
aging  process  based  on  my  experience  and  on  the 
experience  of  others. 

At  this  critical  juncture  for  the  medical  profes- 
sion, it  is  incumbent  on  all  of  us  to  work  closely  with 
the  public  and  embark  on  an  extensive  educational 
program  to  reinforce  the  image  of  the  physician  as  a 
caring,  thoughtful  and  progressive  professional  in- 
terested primarily  in  the  welfare  of  his  or  her  pa- 
tients. 

I have  listed  some  common  questions  asked  by 
patients  and  have  tried,  in  an  over  simplified  man- 
ner, to  respond  in  an  understandable  way  and  feel 
that  the  following  discussions  are  helpful  to  patients 
in  general,  particularly  those  with  aging  relatives. 


Q.  How  has  life  expectancy  changed  in  the  United 
States  from  1900  to  the  present  date? 

A.  Life  expectancy  has  increased  from  an  average  of 
47  years  of  age  in  1900  to  73  years  of  age  for  men 
today,  with  women  living  approximately  8 years  more 
than  the  men  (81).  This  has  resulted  in  a serious  prob- 
lem since  women  tend  to  marry  men  4 to  5 years  older 
than  they;  most  women  will  end  up  as  widows  for 
approximately  12  years.  It  has  been  predicted  that  by 
the  year  2000  there  will  be  twice  as  many  old  women  as 
old  men.  Or  stated  another  way,  in  1900  there  were  3 
million  Americans  over  age  65  while  today  there  are  26 
million  (13%)  and  by  the  year  2000  we  will  probably 
have  50  million,  or  1/5  of  the  population  of  the  United 
States  will  be  in  the  geriatric  age  group.  It  is  significant 
that  in  the  25  years  from  1953  to  1978  the  greatest 
increase  in  age  groups  has  been  in  people  85  years  of 
age  and  older  and  this  will  continue  to  be  the  pattern. 
My  own  personal  experience  is  that  at  least  half  of  my 
patients  are  over  age  60. 

Q.  In  view  of  the  remarkable  advances  in  medicine 
which  has  helped  to  lengthen  people’ s lives,  what  do 
you  think  the  MAXIMUM  life  span  will  be? 

A.  Even  though  many  more  people  are  living  to  old 
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age,  the  actual  life  span  has  not  been  increased  appreci- 
ably. It  would  appear  that  the  physiological  maximum 
life  span  is  probably  100  to  110  years.  Earlier  death  is 
primarily  due  to  disease  while  senescent  or  aging  death 
is  primarily  due  to  the  aging  process.  There  are  all  sorts 
of  theories,  but  it  is  felt  that  the  life  span  is  fixed  by 
genetic  information  so  that  we  are  programed  from  the 
time  of  conception  through  infancy  and  childhood  to 
maturity,  then  senescence  and  finally  death.  This  is 
probably  set  by  the  immune  system  which  plays  a 
primary  role.  The  wear  and  tear  through  the  years  with 
accumulation  of  various  cellular  toxins  modifies  the 
genetic  information  resulting  in  a maximum  life  span  of 
hundred  years  or  so.  Moreover  somatic  mutations  may 
cause  changes  in  cells  along  the  way  leading  to  eventual 
impairment  and  death. 

Q.  What  exactly  determines  the  aging  process  and  the 
different  rates  at  which  people  age? 

A.  The  normal  aging  process  begins  at  about  age  30 
years  after  which  most  functions  decline  at  the  rate  of 
about  1 % per  year.  Periods  of  acceleration  occur  such 
as  the  female  menopause.  The  decline  affects  the  func- 
tion of  the  various  organ  systems  so  that  as  the  indi- 
vidual approaches  old  age  it  takes  progressively  smaller 
and  smaller  stresses  such  as  infections,  injury,  hemor- 
rhage, etc.  to  kill  the  individual.  Although  the  human 
body  is  quite  sturdy  and  resistant  to  stresses,  this  resist- 


ance gradually  erodes  with  age.  Each  individual  ages  at 
different  rates  depending  on  his  or  her’s  genetic 
makeup  or  inheritance  and  the  effects  of  environment 
and  lifestyle.  Certain  inheritable  diseases  such  as 
coronary  artery  disease  and  cancer  may  have  profound 
effects. 

There  are  some  exceptions  to  this,  for  instance  the 
blood  count  remains  quite  stable  with  aging  and  there- 
fore anemia  indicates  an  abnormal  process.  With  good 
training  and  physical  conditioning,  cardiopulmonary 
performance  may  not  decline  substantially;  we  witness 
some  80  year  old  athletes  still  functioning  well.  Sexual 
function  also  has  a slower  rate  of  decline.  Much  of  it 
may  be  based  on  emotional  factors,  lack  of  partners, 
etc. 

Q.  How  do  you  define  old  age? 

A.  The  terms  “young-old”  implies  a person’s  age  to 
be  65  to  74  and  “old-old”  those  older  than  age  75. 
Middle  age  is  50  to  64.  It  is  remarkable  however  that 
the  “young-old,”  ie:  65  to  74  appear  to  have  less 
resistance  to  disease  than  those  above  75,  indicating 
that  those  who  survive  past  75  are  probably  the  stronger 
ones  with  better  resistence  to  infection  and  trauma. 
Final  common  pathways  for  the  debilitated  elderly  are 
the  three  M’s — Mobility,  Micturation,  and  Mentation. 

The  important  thing  to  remember  is  that  old  age  does 
not  necessarily  mean  disability  or  infirmity,  but  unfor- 
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tunately  in  the  United  States  “ageism”  is  identified 
with  illness  and  weakness.  Serious  errors  occur  in  iden- 
tifying a change  due  to  normal  aging  to  disease  and 
trying  to  treat  it  or  attributing  a disease  process  to  aging 
and  neglecting  treatment.  At  times  older  people  will 
hesitate  to  report  illness  to  avoid  hospitalization,  the 
loss  of  independence,  the  loss  of  home  or  being  placed 
in  a nursing  home.  This  is  compounded  by  the  fact  that 
depression  and  impairment  of  reasoning  and  memory 
may  cloud  the  perception  of  illness. 

Q.  Are  the  elderly  more  susceptible  to  disease  or  do 
they  have  different  diseases  than  the  younger  indi- 
viduals? 

A.  The  elderly  essentially  have  the  same  diseases  as 
the  younger  patients  but  the  older  person  tends  to  have 
multiple  diseases,  with  involvement  of  several  organ 
systems  and  this  makes  diagnosis  and  treatment  more 
difficult.  Also  the  interplay  between  the  systems  cre- 
ates a more  downward  spiral.  The  symptoms  presented 
by  old  individuals  tend  to  be  blurred  by  the  multiple 
factors  and  the  complaints  may  be  rather  general,  ie; 
lack  of  appetite  or  weight  loss  or  falling  and  dizziness, 
poor  control  of  the  bodily  functions,  confusion  and 
simply  ‘ ‘failure  to  thrive.’  ’ All  of  the  symptoms  reflect 
disease  rather  than  aging.  Many  can  not  be  cured  but 
can  be  improved.  If  an  individual  has  lived  to  age  85  it 
indicates  that  basically  he  or  she  has  a strong  constitu- 
tion and  appropriate  treatment  can  improve  the  patho- 
logical state  and  the  quality  of  life.  The  older  individual 
may  not  complain  of  pain  in  usual  painful  situations 
because  the  nervous  system  may  be  blunted  and  the 
symptoms  may  be  quite  different  from  those  with  simi- 
lar disease  seen  in  younger  individuals,  moreover  they 
have  poorer  temperature  response  and  may  not  have 
fever,  etc.  They  are  much  more  sensitive  to  drugs  and 
environment. 

Q.  / have  heard  that  depression  and  suicide  are  grow- 
ing problems  among  the  elderly? 

A.  It  is  surprising  but  the  highest  risk  for  suicide  in  the 
world  is  among  American  Caucasian  males  over  age 
55.  Depression  can  be  misdiagnosed  as  senile  dementia 
and  not  treated  it  can  lead  to  withdrawing,  memory 
loss,  emotional  outburst,  agitation,  and  is  quite  reversi- 
ble. It  is  probably  secondary  to  feeling  of  isolation,  of 
not  being  wanted  and  an  accentuation  of  events  during 
life.  The  active,  happy,  busy  individual  will  rarely 
become  depressed. 

Alcoholism  which  can  be  masked,  may  be  a problem. 
The  elderly  individual  cannot  tolerate  alcohol  well  and 
since  it  is  available  it  may  be  used  for  painful  situations, 
difficulty  going  to  sleep,  and  loneliness.  It  may  not  be 
suspected  in  the  elderly  individual  who  becomes  dizzy 
and  falls  or  gets  up  during  the  night  confused. 


Q.  Why  do  so  many  older  women  fracture  their  hips? 

A.  Osteoporosis  is  a major  problem  in  Caucasian 
women  after  menopause.  It  is  rare  among  black  women 
and  very  rare  in  men.  It  is  also  rare  in  fat  women,  so  it  is 
the  lean,  white  woman  who  is  in  greatest  danger.  This 
appears  to  be  related  to  the  loss  of  the  female  hormone 
and  the  lack  of  calcium  in  the  body.  It  is  thought  that  by 
giving  estrogen  hormone  and  calcium  soon  following 
the  menopause,  particularly  to  thin  white  women,  that 
this  could  be  prevented.  At  the  present  time  billions  of 
dollars  are  being  spent  to  treat  elderly  women  with 
fractured  hips.  It  is  a major  health  problem. 

Q.  Do  older  people  develop  high  blood  pressure  and 
diabetes? 

A.  With  aging  the  blood  glucose  rises  slowly  and  a 
very  large  segment,  perhaps  a majority  of  older  people, 
will  have  a blood  sugar  that  is  higher  than  what  we 
consider  normal  for  younger  people,  however  this  is 
not  true  diabetes.  Older  cells,  via  cell-surface  receptors 
and  intracellular  metabolism,  are  more  resistant  to  the 
effect  of  insulin  and  therefore  the  blood  sugars  are 
somewhat  higher;  the  renal  threshold  for  glucose  is  also 
higher.  It  is  a mistake  to  treat  these  patients  as  dia- 
betics. 

It  is  also  true  that  the  blood  pressure,  particularly 
systolic,  rises  slowly  with  age  because  of  stiffening  of 
the  blood  vessels.  It  too  does  not  necessarily  have  to  be 
treated  and  if  treated  should  be  cautiously.  In  general 
older  people  are  more  sensitive  to  medication  and  have 
more  reactions.  The  older  people  are  also  more  suscep- 
tible to  changes  in  the  environment  such  as  heat  or  cold. 
Their  temperature  control  is  less  efficient  and  therefore 
we  see  more  elderly  patients  with  heat  stroke,  dehydra- 
tion and  hypothermia,  all  of  which  are  preventable  by 
education  and  appropriate  living  conditions. 

Q.  Do  all  old  people  eventually  lose  their  mental  func- 
tions? 

A.  It  is  rarely  normal  to  lose  cognitive  or  mental  func- 
tions. It  is  true  that  the  ability  to  answer  test  questions 
quickly  declines  with  age  and  older  people  are  slow  on 
testing.  They  also  do  not  guess  as  well  but  crystallized 
or  pragmatic  intelligence  declines  very  little  with  age; 
that  major  cognitive  loss  is  usually  due  to  disease. 
Ninety  per  cent  of  people  over  age  65  do  not  show 
cognitive  impairment  and  seventy-five  percent  of  these 
older  than  age  80  regain  substantial  cognitive  function. 
It  is  important  to  check  and  test  memory,  orientation, 
reasoning,  judgement  and  mental  arithmetic  and  at  the 
same  time  evaluate  the  emotional  state  since  this  usual- 
ly goes  hand  in  hand  with  the  loss  of  cognitive  ability. 
Social  dysfunction  or  disorder  in  personal  relationships 
at  home  or  at  work  may  be  the  first  sign  and  therefore  it 
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IS  necessary  to  check  in  regards  to  these  problems  with 
family  members  or  social  workers. 

True  dementia  develops  slowly  and  when  identified  it 
has  usually  been  present  for  many  months  or  years.  In 
approximately  10  to  25  percent  it  is  reversible.  De- 
pression and  drug  intoxication  are  the  leading  causes  of 
reversible  dementia.  I recently  checked  the  number  of 
medications  taken  by  nursing  home  patients  and  found 
that  they  averaged  5 to  6 and  ambulatory  people  report- 
ing to  doctors,  4 to  5 . Many  of  these  drugs  can  produce 
changes  in  mental  function  and  combinations  of  drugs 
more  so;  older  people,  living  alone,  can  sometimes  take 
more  medication  than  ordered.  In  depressive  states  or 
with  medication  the  onset  of  the  confusion  is  usually 
rapid  and  should  really  be  termed  delirium.  In  addition 
there  are  metabolic  disorders  that  can  produce  a 
pseudo-dementia,  ie;  renal  failure,  dehydration,  low 
salt  state,  liver  failure,  thyroid  disease,  infections,  car- 
diac failure,  and  sensory  deprivation,  such  as  blindness 
or  deafness.  Just  putting  an  older  individual  in  the 
hospital  can  precipitate  a state  of  confusion.  One  must 
not  forget  that  alcoholism,  occasionally  anemia,  chron- 
ic lung  disease  with  anoxia,  may  also  cause  confusion. 

Q.  We  have  been  reading  a good  bit  about  Alzheimer’ s 
Disease,  tell  us  about  it. 

A.  There  are  very  few  diseases  that  produce  irreversi- 
ble dementia  in  old  age.  Probably  half  or  more  of  these 
are  due  to  Alzheimer’s  disease,  that  at  one  time  was 
thought  to  affect  only  the  “young-old”  individual. 
Autopsy  studies  of  the  brain  reveals  tangles  of  fibers 
and  plaques,  however,  this  may  also  be  found  some- 
times in  non-demented  people.  Some  theories  about 
this  disease  invoke  an  increased  amount  of  aluminum  in 
the  brain  or  a decrease  in  the  chemicals  known  as 
neurotransmitters.  The  evidence  is  meager. 

There  is  no  known  treatment  at  this  time  for 
Alzheimer’s  which  is  a progressively  lethal  disease.  It 
can  also  affect  the  “young-old”  individual  and  here  it 
is  called  presenile  dementia.  The  other  major  cause  of 
irreversible  senile  dementia  is  multi-infarct  disease  or 
MID  which  is  secondary  to  repeated  strokes;  here 
usually  there  are  local  neurological  findings  and  posi- 
tive CT  brain  scan  whereas  in  Alzheimer’s  disease 
there  may  be  none.  MID  involves  approximately  20 
percent  of  the  irreversibly  demented  people.  Another 
15  percent  may  have  a mixture  of  Alzheimer’s  and 
multiple  infarct  pathology.  It  is  believed  that  multiple 
infarct  disease  is  the  only  vascular  disease  that  pro- 
duces mental  impairment  and  that  intracranial  cerebral 
arterial  insufficiency  is  not  a distinct  entity.  By  con- 
trolling diabetes  and  hypertension,  MID  may  be  pre- 
ventable. 

A rare  type  of  dementia  is  labeled  Crutchfield- Jakob 
disease  and  is  due  to  a slow  virus.  This  is  a severe, 
rapidly  progressive  dementia. 


In  all  the  dementias  trying  to  maintain  physical 
health  and  stimulating  the  remaining  brain  function  as 
much  as  possible,  that  is  getting  the  demented  indi- 
vidual involved  in  his  own  self  care  and  assigning  light 
tasks  under  good  supervision  is  helpful.  Those  that  are 
allowed  to  vegetate,  deteriorate  much  faster.  Demented 
individuals  with  Alzheimer’s  disease  can  be  severely  or 
mildly  impaired  and  if  protected  and  kept  involved  and 
kept  physically  strong,  they  can  survive  a long  time  as 
members  of  the  family,  but  perhaps  at  a child-like  level. 
As  indicated  earlier  there  is  no  specific  treatment  and 
controlled  studies  with  Hydergine  (Ergot  derivative) 
and  Lecithin  resulted  in  equivocal  results.  Anecdotal 
reports  of  improvement  with  hyperbaric  oxygen,  vaso- 
dilators and  Gerovital  H3,  which  is  used  in  Europe, 
should  be  received  with  caution. 

Q.  The  aging  of  the  population  has  resulted  in  marked 
increase  in  medical  cost.  Will  this  continue? 

A.  When  Medicare  was  introduced  it  was  thought  that 
it  might  cost  from  5 to  10  billion  dollars  per  year.  It  is 
now  running  at  the  rate  of  approximately  60  billion 
dollars  per  year  with  more  than  2 million  institutional- 
ized aged  in  more  than  20  thousand  nursing  homes.  In 
earlier  times  the  aged  remained  on  the  farm  and  were 
usefully  involved  even  while  feeble  or  demented.  Now 
days,  with  the  breakdown  in  the  family,  with  both  the 
male  and  female  as  breadwinners,  there  is  no  one  to 
take  care  of  the  grandparents  at  home.  Communities  do 
not  adequately  take  care  of  the  needs  of  the  elderly  and 
therefore  there  is  a tendency  to  place  them  in  nursing 
homes  and  hospitals  which  are  extremely  expensive. 
Medicaid  tends  to  accentuate  this  trend.  The  aged  now 
account  for  13%  of  the  population  and  by  2000  it  will  be 
20%.  As  medical  technology  grows,  the  treatment  of 
the  elderly  will  continue  to  cost  more.  Society  will  have 
to  solve  the  problem  of  the  need  to  replace  worn  out 
hearts,  lungs,  kidneys,  livers,  and  use  the  expensive 
technology  and  ICU’s  to  keep  the  “end  stage”  patient 
alive.  Cost  will  continue  to  rise. 

Q.  How  would  you  advise  younger  and  middle  age 
people  to  prepare  for  old  age? 

A.  Some  general  recommendations  that  would  be  use- 
ful to  all  of  us  as  we  pass  middle  age  might  be  helpful  to 
delay  the  process  of  aging  and  to  improve  the  quality  of 
life  in  later  years.  I would  suggest  that  getting  older 
does  not  mean  that  one  loses  control  or  must  necessarily 
become  weak  and  ineffective.  Habits  formed  during 
youth  and  middle  age  are  extremely  important.  Avoid- 
ance of  toxins  such  as  smoking,  alcohol,  drugs,  pollu- 
tion, and  radiation  are  very  important  in  preventing 
damage  to  the  vital  organs.  Maintaining  good  physical 
condition  with  regular  exercise,  proper  diet,  good  sleep 
habits  and  work  habits,  can  maintain  health  into  old 
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Angina  conies  in 
many  forms... 


So  does 

SORBITRATE* 

(ISOSORBIDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 

2,5  mg  5 mg  10  mg  5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg  40  mg 

Sublingual  Tablets  Chewable  Tablets  Orar'Swal low"  Tablets  Sustained  Action 

"Swallow"  Tablets 


e 19BS  Cl  AMERCAS  INC 


See  following  page  for  brief  summary  of  prescribing  information 


SORBITRATE 

(eOSOFBDEQNITfWE) 

Ptease  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosortxde  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewaWe  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

COfTTR  AINDICAT10NS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites.  Epinephrine  and 
related  compxDunds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  dunng  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deletenous  effects  of  hypotension 

PRECAUTIONS:  Ger^eral:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  In  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and.  in  open 
tnals.  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 
Carcir>oger>esis,  Mutagenesis,  Impairment  of  Pertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates.  The  formation  of  methemoglobin  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets.  5 mg;  for  oral  (swallowed) 
tablets.  5 to  20  mg,  and  for  controlled-release  forms.  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  Wood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (25, 5. 10  mg).  Chewable  Tablets  (5. 10  mg); 
Oral  TaWets  (5. 10. 20. 30. 40  mg);  Sustained  Action  Tablets  (40  mg) 


age.  Active  use  of  the  body  and  mind  throughout  life 
will  slow  deterioration.  Regular  medical  checkups  to 
pick  up  early  disease  or  abnormality,  ie;  preventative 
care,  can  prevent  damage  to  organs  that  would  lose 
function  slowly  if  not  diseased.  Perhaps  just  as  impor- 
tant, to  maintain  an  active  mental  state  and  a stable 
emotional  state  by  developing  a close  family  unit  and 
good  relations  with  peers,  and  a sense  of  humor 
throughout  the  years;  to  learn  to  live  gracefully  and  age 
gracefully;  to  keep  working  as  long  as  possible  and 
develop  wide  ranging  interests  and  hobbies;  to  maintain 
responsibilities  and  ideals  and  be  active  in  the  commu- 
nity and  develop  a broad  tolerant  philosophy  with  a 
sense  of  amusement  at  the  world  and  the  ability  to  laugh 
at  oneself;  to  develop  independence  but  at  the  same 
time  belong  to  a family  and  community  unit;  to  arrange 
for  economic  security  in  moderation  but  not  become 
dependent  on  financial  and  material  things;  to  keep 
active  physically,  emotionally  and  sexually  and  avoid 
regrets  and  guilt  and  develop  a positive  attitude  towards 
life. 
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ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


MISSISSIPPI,  POSITIONS  AVAILABLE.  Immediate/full-time 
positions  available  with  well-established,  growing  emergency 
medical  group  staffing  hospital  emergency  departments  on  a 24 
hour  basis  and  clinics  providing  continual  medical  care  in  Central 
and  South  Mississippi.  Prefer  residency-trained  or  experienced 
physicians  with  specialties  in  any  of  the  following  areas:  emergen- 
cy, family  practice,  internal,  and  industrial  or  occupational  medi- 
cine interested  in  a career  commitment.  Attractive  salary  and  ben- 
efit package.  Career  advancement.  MEA,  P.A.  is  a physician 
owned  and  managed  medical  group  committed  to  the  financial 
security  and  personal  development  of  each  physician  member.  For 
Information  Contact:  James  L.  Heflin,  Ph.D.,  1755  Lelia  Drive, 
Suite  100,  Jackson,  Mississippi  39216-4883  or  call  (601)  366- 
6503. 


Internist,  FACP,  Psychosomaticist,  Psychotherapist;  in  remission, 
seeking  part-time  clinical  employment,  20  hours  per  week,  fee-for- 
service,  per  diem  or  salary  negotiable.  Reply  to  Box  K,  c/o  Ala- 
bama Medicine,  P.O.  Box  1900-C,  Montgomery,  AL  36197-4201 . 


PRIMARY  CARE  PHYSICIANS 
CONSIDERING  AN  HMO? 

HealthAmerica  Corporation,  the  nation’s  largest  indepen- 
dent operator  of  health  maintenance  organizations,  currently 
operates  prepaid  health  plans  nationwide,  with  a total  mem- 
bership of  more  than  487,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  internists,  family  physicians,  and  pediatri- 
cians in  the  Montgomery  area  and  in  other  desirable  locations 
from  coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional 
lifestyle,  free  from  the  business  aspects  and  economic  pres- 
sures of  office  management.  And  you  can  become  a vital  and 
valued  part  of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 


MEDICAL  DIRECTORS/PHYSICIAN  EXECUTIVES 

HealthAmerica  Corporation,  the  nation’s  largest  indepen- 
dent operator  of  health  maintenance  organizations,  currently 
operates  prepaid  health  plans  nationwide,  with  a total  mem- 
bership of  more  than  487,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  medical  directors/physician  executives  in 
the  Montgomery  area  and  in  other  desirable  locations  from 
coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional 
lifestyle,  free  from  the  business  aspects  and  economic  pres- 
sures of  office  management.  And  you  can  become  a vital  and 
valued  part  of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-GYN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D.,  #33  Medical  Park, 
Valley,  Alabama  36864. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


1985  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-14  days  year-round.  Approved  for  20-24  CME 
Cat.  1 credits  (AMA/PRA)  & AAFP  prescribed  credit.  Distin- 
guished professors.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN, 
MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  incompliance  with 
present  IRS  requirements.  Information:  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549- 
0869. 


Continued  on  page  49 


March  1985  / 47 


For  faster  claims  payment, 
count  on  the  card's  computer, 

and  a terminal  in  your  office  that  connects  you  to  Blue  Cross 
and  Blue  Shield  of  Alabama.  Your  claims  are  processed  faster 
and  more  efficiently  for  a better  cash  flow.  There’s  nothing  to 
sort,  sign  or  mail.  Just  type  your  claims  into  the  terminal. 

Blue  Cross  and  Blue  Shield  computer  claims  service  is 
dependable,  easy,  and  cost  effective.  Find  out  more  about  Blue 
Cross  and  Blue  Shield  daily  computer  claims  service.  In 
Birmingham,  call  988-2588.  Or  write  us  at  Provider  Services, 
Blue  Cross  and  Blue  Shield  of  Alabama,  450  Riverchase 

S,'Sabama  Count  on  the  card. 

Blue  Cross 
Blue  Shield 

of  Alabama 
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ARCHITECTURE  PROFESSIONAL  SERVICES  AVAILABLE. 
William  R.  Schauer  — Architect  — 3814  5th  Ct  N,  Birmingham, 
AL.  Solar  Energy  Design  — Economics  — Interiors/Dial  205  252 
5151. 


Executive  Director 

Continued  from  page  6 

is  dead  reckoning.  You  plot  a course  based  on  all 
information  you  have  at  the  time.  The  known  winds, 
tides  and  other  influences  are  projected  as  fully  as  your 
information  permits.  That  is  your  dead  reckoning 
course.  Then  periodically  en  route  you  take  sightings, 
radio  or  radar  fixes,  and  other  checks  to  see  what 
unexpected  changes  are  occurring.  You  incorporate 
these  into  course  corrections  and  continue  the  process 
of  prediction  based  on  knowns,  with  altered  headings 
as  unforeseen  events  affect  your  actual  track. 

That  is  what  your  board  is  attempting.  It  will  take  all 
the  information,  including  demographic,  it  can  get  and 
then  set  a course,  correcting  that  from  time  to  time  as 
fixes  indicate  the  need. 

It  was,  in  fact,  the  dead  reckoning  of  your  profes- 
sional ancestors  that  got  medicine  to  this  point  in  time, 
although  surely  not  even  the  wisest  of  your  predeces- 
sors could  have  foreseen  a fraction  of  what  was  ahead 
— neither  the  fantastic  tail  winds  nor  the  uncharted 
storms  and  shoals.  Their  map  was  not  perfect  but,  with 
course  corrections,  it  worked. 

That  is  what  your  Board  gathered  to  begin  on  a cold 
January  weekend  in  Tallapoosa  county.  Dead  Reckon- 
ing for  Alabama  Medicine. 


POTENCY 

RESTORED 


The  recent  development  of  the 
Inflatable  Penile  Prothesis  has  restored 
erectile  capacity  to  thousands  of  men 
who  suffered  from  chronic  impotency. 

An  open  forum  support  group  for 
these  men  and  others  who  still  suffer 
from  impotency  has  been  formed  in 
Mobile,  Alabama. 

Potency  Restored  meets  at 
Doctors  Hospital  of  Mobile 
on  the  second  Monday  of 
each  month  at  7 p.m. 

Persons  seeking  information  on  the 
surgery  are  urged  to  attend. 

For  additional  information  call  Doctors 
Hospital  of  Mobile,  (205)  438-4551,  ext. 
645,  Nursing  Services. 


PROFESSIONAL  MEDICAL 
COMPUTER  SYSTEMS  FROM  SALCRIS 

PI^MED 

CUSTOM  ENGINEERED 
HARDWARE 

USER-DESIGNED 

SOFTWARE 

ELECTRONIC-DIRECT 
INSURANCE  CLAIMS 

CONTINUING  MAINTENANCE 
AND  SUPPORT 

SINGLE/MULTI-STATION 

SYSTEMS 

FREE 

SOFTWARE  UPDATES 

SALCRIS  CORPORATION 
#1  Office  Park  Circle  Suite  200 
Birmingham,  Alabama  35223 
205  871-4200 


March  1985  / 49 


I 


I 


i 

I 

i 


Monday  Morning  Quarterbacks 
make  a major  contribution  to 
sports  medicine 


Considering  the  importance  of  football  under  Coach  Paul 
"Bear"  Bryant  at  the  University  of  Alabama,  it  is  perhaps  not 
surprising  that  research  into  football  injuries  has  been  under 
way  since  1975  at  the  University  Sports  Medical  Clinic  in 
conjunction  with  the  Division  of  Orfhopedic  Surgery  of  fhe 
University  School  of  Medicine. 

Reducing  football-related  injuries 
0 goal 


Initially  funded  by  Alabama  football  devotees  calling  them- 
selves the  Monday  Morning  Quarterbacks,  the  investigative 
work  was  directed  toward  a comprehensive  understanding  of 
fhe  mechanisms  of  injuries  related  to  football  in  on  attempt 
to  reduce  their  number  and  severity. ' 

Quarterbacks  frequently  get  neck 
injuries 


In  a recent  analysis  of  1877  high-school  football  injuries  in 
Birmingham,  certain  trends  became  evident.  Injuries  to 
shoulder,  hand/fingers,  head/neck,  knee  and  ankle  account 
for  65.8%  of  all  injuries.  Offensively,  boll  handlers  susfoin 
the  most  injuries,  with  the  quarterback  position  inherently  the 
most  hazardous.  Defensively,  linebackers  and  defensive 
backs  susfain  the  greatest  number  of  injuries.  It  would 
appear,  too,  that  since  the  number  of  game  injuries  is  higher 
than  those  in  practice  sessions,  when  normalized  for  fime  of 
exposure  or  risk,  player  intensity  is  substantially  heightened 
in  competitive  game  play.  ’ 


Rule  and  equipment  changes 
affected 


Study  data  have,  additionally,  influenced  rule  changes  and 
equipmenf  specificafion  for  high-school  football  players 
throughout  the  state.  Several  studies,  in  Alabama  and  in 
other  areas,  have  demonstrated  a relationship  between  the 
number  and  severity  of  knee  and  ankle  injuries  and  the 
shoes  worn  by  athletes.  Today,  as  a direct  result,  most  play- 
ers in  the  Birmingham  area  wear  soccer-type  shoes  instead 
of  the  old  seven-post  cleated  shoes. ' 

Alobama  football  has  long  influenced  fhe  way  fhe  game 
is  played  across  fhe  country.  It  is  quite  possible  that  research 
into  footbail  conducted  in  Alabama  will  have  an  analogous 
effect  upon  sports  medicine  in  this  country. 


Reference:  1.  Culpepper  Ml,  Niemann  KMW  South  MedJ  76  873-878. 
Jul  1983 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 
Librium®  (chlordiazepoxide  HCI/Roche)(S 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course-therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol’ 

Eocfi  toblei  contoins  5 mg  chlordiozepoxide  dnd  12  5 mg  dmitriptyline  (ds  the  hydrochloride  sdit) 


Edch  loblet  contoins  10  mg  chlordiozepoxide  ond  25  mg  omitriptylineCos  the  hydrochloride  soli) 


c 

c 


Easier  to  remember. . . easier  to  prescribe 


'FeighnerJR  etal  Psychopharmacology 61  217-225  Mar  22.  1979 

Please  see  summary  of  product  Informotion  on  following  page. 


LIMBITROL’  ® Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Confrolndlcotlons:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuotion  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deoths  hdve  occurred  with  concomlfdnt  use.  then  Initiate  cautiously,  gradually  increos- 
ing  dosage  until  optimol  response  is  achieved  Contraindicated  during  acu  e recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  In  patients  taking  tricyclic  antide- 
pressants and  dnticholinergic-type  drugs  Closely  supervise  cordiovascular  patients, 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  ontidepressants.  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  Increased  risk  of  congenitol 
malformotlons  as  suggested  In  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  If  they 
Intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordlazepoxide  have  been  reported 
rarely  use  caution  in  administering  Limbitrol  to  addiction-prone  individuols  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordlazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function.  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similor  antihypertensives  Concomitont  use  with  other 
psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be  additive.  Discon- 
tinue several  doys  before  surgery.  Limit  concomitant  administration  of  ECT  fo  essenfial 
treatmenf.  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
tokeh  durihg  the  nursihg  period.  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  dtaxia,  oversedation, 
confusion  or  anfichollnergic  effecfs. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  ndsal  congestion.  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  and  hepatic  dysfunctioh  have 
been  observed  rarely 

The  following  list  includes  ddverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  hove  beeh  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido. 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extropyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodafion,  paralyfic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract. 

Allergic:  Skin  rash,  urticaria,  phofosehsitizatioh,  edema  of  face  and  tongue,  pruritus. 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diorrhea,  black  tongue. 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galoctorrhea  and  minor  menstrual  irregularities  in  the  female,  elevotion  ahd  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion. 

Other:  Headache,  weight  gaih  or  loss.  Increased  perspiration,  urinary  frequency, 
mydriosis,  jaundice,  alopecia,  parotid  swelling. 

Overdosage:  Immediately  hospitalize  patieht  suspected  of  havihg  takeh  an  overdose. 
Treatment  is  symptomatic  and  supportive,  I.V,  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning. 
See  complete  product  information  for  manifestation  and  treatment. 

Dosoge:  Individualize  according  to  symptom  severity  and  patient  response.  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained.  Larger  portion  of 
doily  dose  may  be  faken  at  bedtime.  Single  h.s.  dose  may  suffice  for  some  pafients. 
Lower  dosages  ore  recommended  for  the  elderly. 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreosed  to  two  toblets  daily  as  required. 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablefs  daily  in  divided  doses,  for 
potienfs  who  do  not  tolerate  higher  doses. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  ahd  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt)— bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  Prescripfion  Paks  of  50. 
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Be  prepared,  Doctor.  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a surv^ey*  conducted  by  the 
American  Cancer  Society,  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  present  cure  rate  is  44%.  The  cure 
rate  could  be  as  high  as  75%,  with  early 
deteaion  and  appropriate  management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
over,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years, 
following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Society'  office 
or  write  to  our  Professional  Education 
Department  at  National  Headquarters, 

90  Park  Avenue,  New  York,  NY  10016. 

Ask  about  the  Society’s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
V CANCER 
f SOCIETY® 


“"Cancer  of  the  Colon  and  Rectum:  Summary  of  Public 
Attitude  Survey,”  Ca  33:359-365, 1983  (Nov.-Dee  ). 


Bea  Physician 
and  a family  man 

There’s  time  for  both. 


Find  yourself... 
and  your  family 
In  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
trained  technical  staff.  You’ll  have 
the  standing  of  an  officer  AND  a 
professional.  Yet,  there’s  challenge, 
too.  Air  Force  medicine  ranges  from 
research  to  every  conceivable  type  of 
clinical  practice,  in  every  conceiv- 


able location 
you  can  imagine. 
Off-duty,  you  and  your 
family  can  enjoy  the  excellent 
recreational  facilities  of  the  Air 
Force  Base  of  your  choice. 
One  month  vacation  with  pay. ..and 
many  other  extras.  Health  Profes- 
sion Scholarships  are  available 
to  medical  students. 


Find  out  more  about  your  future  in  Air  Force  Medicine; 
well  answer  your  questions  promptly  and  without  obligation.  Contact: 

MSgt  GODWIN  (2051832-7501 


A great  way  of  life. 


AUXILIARY 


Mrs.  Richard  Shepard 
A-MASA  President 


Around  the  State  With 
Service  Projects 


“Community  Service”  used  to  be  our  catch-all 
phrase  for  a wide  variety  of  Auxiliary  activities  not 
related  to  AMA-ERF,  Legislation,  Southern  Medical 
activities  or  the  maintenance  of  our  own  organization. 
Today  we  talk  of  “Health  Projects,”  and  our  Health 
Projects  chairman  is  our  Second  Vice  President  (cur- 
rently Mrs.  John  Kimbrough)  with  sub-committees  on 
specific  projects  established  on  a yearly  basis  to  reflect 
the  major  areas  of  current  need  and  interest.  At  the  state 
level  we  have  subcommittees  on  substance  abuse,  child 
abuse,  infant  car  seat  restraints,  international  health, 
and  organ  donation,  and  all  of  these  causes  find  support 
at  the  local  level.  In  addition,  our  county  auxiliaries 
support  a wide  variety  of  local  projects  which  they 
manage  to  fund  in  a number  of  ingenious  ways  — and 
all  in  addition  to  (or  in  combination  with)  their  fund- 
raising projects  for  AMA-ERF,  which  were  highlight- 
ed in  the  November  issue  of  this  magazine. 

One  of  these  funding  methods  is  the  Morgan- 
Lawrence  Auxiliary’s  annual  “Apple  Annie  Week.” 
Big,  beautiful,  red  delicious  apples  sold  individually 
and  (mainly)  by  the  case  netted  the  hard-working  Aux- 
ilians  over  $5,000.00  for  their  community  service  pro- 
jects. The  Decatur  Daily  cooperated  by  featuring  apple 
recipes.  Montgomery- Autauga’s  big  money-maker  for 


community  programs  is  their  Annual  Antique  Show 
and  Sale  which  this  past  November  brought  in  almost 
$12,000.00!  Jefferson  County  raised  over  $6,000.00  at 
their  November  Auction  — choicest  item  sold  to  the 
highest  bidder  was  a fur  coat  donated  by  a local  furrier 
— along  with  $1 ,350.00  from  the  sale  of  gift  wraps.  No 
total  yet  from  their  second  annual  automobile  raffle, 
since  the  drawing  will  be  held  at  their  Doctors’  Day 
party.  Calhoun,  Tuscaloosa  and  Huntsville  have  found 
their  respective  annual  fashion  shows  to  be  excellent 
money  makers,  thanks  to  the  cooperation  of  local  stores 
and  their  own  hard  work.  By  giving  to  community 
programs  which  have  matching  funds  the  Calhoun 
County  auxiliary  nearly  doubled  the  more  than 
$6,000.00  their  fashion  show  brought  in.  Lauderdale 
will  not  hold  their  style  show  until  next  Nov.,  but 
meantime  they  found  gift  wrap  sales  a good  interim 
money-maker. 

“Holiday  on  Ice”  is  the  catchy  title  of  Mobile  Coun- 
ty’s annual  holiday  season  frozen  foods  sale  which  this 
year  also  featured  an  auction  of  some  very  special 
items.  (How  about  a week  at  the  beach  or  a dinner  party 
catered  in  your  home  by  Auxiliary  members?)  But  not 
all  of  our  fund-raising  takes  place  in  the  counties  with 
medium  and  large-sized  memberships.  Talladega 
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Getting  acquainted  during  the  Morgan-Lawrence  Auxiliary's 
annual  “Apple  Annie  Week.’’ 

County’s  30  members  let  their  dues  cover  some  of  their 
contributions.  But  they  also  plan  a February  auction 
which  last  year  netted  $250.00  to  help  fight  child 
abuse.  Colbert  County’s  23  members  are  busily  plan- 
ning a spring  fashion  show,  and  this  does  not  exhaust 
the  list  of  projects. 

Scholarships,  especially  for  nurses,  and  loan  funds 
for  medical  students,  nurses  and  others  in  health  careers 
are  among  the  beneficiaries  of  these  projects.  As  stated 
in  an  earlier  issue,  the  fight  against  child  abuse  is  one  of 
our  state’s  priority  projects  this  year,  and  some  counties 
have  given  funds  to  Parents’  Anonymous  or  SCAN. 
Shelter  Care,  “Safe  Place’’  and  similar  programs  to 
protect  the  victims  of  family  violence  have  received 
funds  from  Mobile,  Tuscaloosa,  Colbert,  Lauderdale 
and  other  counties.  The  Food  Fund  at  the  Ronald  Mac- 
Donald House  was  a major  beneficiary  of  the  Jefferson 
County  auction,  as  was  their  car  seat  loaner  program. 
Russell  County,  a relatively  new  Auxiliary  with  less 
than  twenty  members,  also  has  a car  seat  loaner  pro- 
gram, as  do  other  counties  sized  in  between. 

Two  other  programs  receiving  substantial  funding 
from  some  of  our  auxiliaries  are  Reach  for  Recovery 
and  Life  Line.  Funds  have  gone  mainly  to  equipment 
purchases  rather  than  to  operating  funds.  This  policy 
has  more  or  less  guided  the  Montgomery  Auxiliary  in 
their  gifts  to  local  health  institutions.  Last  year,  for 
example,  they  bought  such  things  as  equipment  for  the 
boy’s  dormitory  of  the  Brantwood  Children’s  Home, 
and  an  IBM  Computer  for  the  Troy  State  Nursing 
School.  Calhoun  County  tries  to  channel  their  funds  to 
groups  which  do  not  receive  United  Way  funding. 
Many  counties  work  to  meet  a specific  one-time  need  of 
a local  hospital , and  a number  cooperate  with  the  Salva- 
tion Army  and  others  who  help  families  at  Christmas 
time.  Mental  Health  facilities  always  receive  some 
auxiliary  support. 

Auxiliary  health  projects  are  not,  of  course,  limited 
to  raising  funds.  In  addition  to  the  car  seat  loaner 
programs  referred  to  above,  a number  of  our  Aux- 


Montgomery-Autauga  Auxiliary  raised  almost  $12,000  this  past 
November  with  their  Annual  Antique  Show  and  Sale. 


iliaries  have  educational  programs  in  line  with  our 
health  project  sub-committees.  Organ  donation  has 
already  achieved  wide  acceptance  in  our  state,  but  we 
still  have  some  organ  donor  awareness  programs.  Leg- 
islation against  drunk  driving  is  already  in  place,  but 
there  is  a continuing  need  for  educational  programs  to 
prevent  drug  abuse,  and  to  warn  of  the  health  hazards  of 
tobacco  and  alcohol,  and  the  auxiliary  is  involved.  We 
also  promote  general  good  health  habits  wherever 
possible.  Our  International  Health  chairman  has  taken 
us  back  to  the  basics.  She  is  collecting  soap  for  use  in 
foreign  missions!  This  is  no  joke  to  health  personnel  in 
Ghana  where  soap  is  $ 10.00  a bar,  and  she  has  found  an 
agency  able  to  ship  at  a cost  to  make  our  donations 
worthwhile.  Puppet  Shows  in  the  schools  put  on  entire- 
ly by  Auxiliary  members  are  a weapon  against  child 
abuse  and  a means  of  promoting  better  health  in  Mont- 
gomery and  Jefferson  counties.  A new  emphasis  this 
year  on  pre  and  post  natal  care  led  the  state  Auxiliary  to 
purchase  a videocassette  on  Fetal  Alcohol  syndrome 
entitled  “Bom  Drunk,’’  and  we  expect  it  to  be  a useful 
educational  tool  for  some  of  our  counties. 

All  in  all  we  think  the  members  of  MASA  have 
reason  to  be  proud  of  the  services  performed  for  their 
communities  by  all  of  our  county  auxiliaries,  and  as 
state  president  I am  proud  of  and  grateful  for  their 
efforts. 
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I.C.  System 
can  help 
heal  the 
doctor/patient 
relationship. 


I.C.  System  can  help  mend  the  break  between  you  and  patients  who 
owe  you  money.  We  have  proven  time  and  again  that  it  can  be  done 
without  jeopardizing  your  relationship  with  a patient.  We  bring  in 
past-due  accounts,  but  without  taking  any  action  that  will  tarnish  your 
professional  standing  in  the  community. 

In  short,  we,  too,  are  professionals. 

Fill  out  this  card  and  mail  it 
to  find  out  how 


The  System 
Works 


Tell  me  more  about  the  I.C.  System  program. 


I.C.  SYSTEM,  INC. 

ACCOUNTS  RECEIVABLE  CONTROL  SERVICE 
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THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset" 

• More  total  sleep  time' 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^'’ 

I • Patients  usually  awake  rested  and  refreshed'** 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'’"*" 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  tailing  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI:  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  fainfness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitier  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  resflessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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There  are  many  insurance  companies  doing  business  in 
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Physicians  symbolize  Mutual  Assurance . . . Like  Dr.  Jon 
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INTEGRITY  • DEPENDABILITY 


■ THE  IMPACT  OF  THE  LATEST  TAX  LEGISLATION  LEAVES  NO  DOUBT  THAT  IN 
MOST  CIRCUMSTANCES  LEASING  IS  YOUR  BEST  MOVE  WHEN  CONSIDERING 
HOW  TO  MINIMIZE  THE  IMPACT  OF  THE  LATEST  RESTRICTIONS  PLACED  ON 
AUTOMOBILE  EXPENSE  DEDUCTION. 


FOR  THE  PAST  EIGHT  YEARS  AMERICAN  MEDI-LEASE  HAS  PROVIDED  A 
COMPLETE  LEASING  SERVICE  EXCLUSIVELY  TO  THE  MEDICAL  PROFESSIONS. 
OUR  REPUTATION  FOR  SERVICE,  CONVENIENCE,  AND  INTEGRITY  HAS  MEANT 
MANY  SATISFIED  CUSTOMERS. 
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LEASING  WITH  AMERICAN  MEDI- 
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WASTING  HASSLES  WITH  THE 
DEALER. 

NO  DOWN  PAYMENT 

NO  SECURITY  DEPOSIT 

SERVICE  ASSISTANCE  PROGRAM 
INCLUDES  FREE  RENTAL  CAR. 

TERMINATION  OPTION  AFTER 
TWELVE  MONTHS 

INVESTMENT  TAX  CREDIT 
AVAILABLE 

TURN  OVER  APPROXIMATELY 
EVERY  TWO  YEARS  WITHOUT 
ADDITIONAL  INVESTMENT. 


EXAMPLE  LEASE  RATES 
ALL  MODELS  LUXURY  EQUIPPED 


Honda  Accord  4 dr. 

Cutlass/Regal 

Riviera 

Cadillac  Eldorado 
Lincoln  Town  Car  Sedan 
Cadillac  Sedan  D’ville 
BMW  318i 
Datsun  300ZX 
Audi  5000s 
Porsche  91  ISC  Cpe. 
Mercedes  190 
Mercedes  300  SD 
Mercedes  380  SL 


$232/nio. 
248/nio. 
378/nio. 
454/mo. 
387/mo. 
392/mo. 
343/mo. 
344/mo. 
391/mo. 
684/mo. 
479/mo. 
699/ mo. 
834/mo. 
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Information  for  Authors 
Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  81/2x1 1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brieO, 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Sty lebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama. 
P.  O.  Box  1900-C,  Montgomery,  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 
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Storms  Are  Not  Forever 


Mobile’s  Jack  Hyman,  M.D.,  leaves  the  presidency 
of  MASA  this  month  as  a proven  leader,  and  I am  not 
using  that  label  carelessly. 

In  tranquil  times,  leadership  is  easy.  For  that  matter, 
it  is  often  not  even  required.  The  group  goes  about  its 
business  scarcely  needing  to  be  told,  and  certainly 
never  asking,  “Where  are  we  going?’’ 

Times  of  massive  disruption,  controversy  and  con- 
stant dislocations  cry  out  for  those  mysterious  qualities 
of  leadership  that  no  one  has  ever  adequately  defined. 
We  can  all  tick  off  some  of  the  attributes  that  are 
ingredients  of  leadership  — experience,  judgment, 
courage,  foresight  — but  the  only  conclusive  test  is  trial 
by  fire. 

An  effective  leader  does  not  exhort  the  troops  to 
mindless  behavior,  nor  does  he  spend  his  time  deter- 
mining what  the  majority  thinks  before  acting.  It  is  hard 
to  look  up  to  a man  who  has  his  ear  always  to  the 
ground.  That  is  an  old  saying  and  a true  one.  Patience  of 
the  kind  that  counsels  withholding  fire  until  the  whites 
of  the  enemy’s  eyes  can  be  seen  is  surely  another 
indispensable  quality,  one  that  requires  nerves  of  steel. 

The  opposite  pitfalls  of  leadership  are,  at  the  one 
extreme,  indecision;  at  the  other,  rashness,  impetuos- 


ity, recklessness.  The  effective  leader  is  strung  like  a 
taut  wire  between  these  poles  but  he  may  not  be  con- 
scious of  the  tension.  He  is,  as  the  Harvard  Social 
Scientist  David  Riesman  has  said,  inner-directed.  He 
keeps  his  own  counsel;  his  own  internal  gyroscope  is 
always  locked  on  true  north.  If  it  is  true  that  the  effec- 
tive leader  must  have  good  judgment,  it  must  also  be 
added  that  he  is  one  who  trusts  his  judgment.  He  cannot 
be  constantly  in  doubt  that  his  opinion  must  be  wrong 
because  others  disagree.  The  gifted  leader  hears  and 
weighs  all  views,  of  course,  and  may  be  persuaded  to 
modify  his  own,  but  in  the  end  it  is  his  judgment  he 
must  trust  and  his  decision  he  must  live  with.  Other- 
wise, he  will  not  lead,  but  will  only  attempt  to  follow 
every  shifting  wind,  weathervaning  this  way  and  that  as 
the  gusts  strike  from  every  point  of  the  compass. 

Dr.  Hyman  has  demonstrated  to  the  membership  that 
he  does  not  regard  the  office  of  MASA  presidency  as  a 
ceremonial  abstraction.  During  12  long  and  harrowing 
months.  Dr.  Hyman  called  him  as  he  saw  them,  without 
waiting  for  any  expression  of  majority  opinion. 

I will  cite  only  a few  examples:  when  the  new  Physi- 
cian Attestation  Statement  decreed  by  HCFA  was  dis- 

continued  on  page  53 
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Brief  Summary  of  Prescribing  Information 
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DESCRIPTION 
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nancy rale  of  0 05  per  100  woman-years;  in  clinical  trials  with  NorlesIrin  2 5/50  involving 
96,388  cycles,  there  was  a pregnancy  rale  of  0.22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives;  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  contraceptives  and  the 
risk  of  thromboembolism  It  is  prudent  and  m keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  lhal  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pregnancy  rate  and  patient  acceptance 
CONTRAINDICATIONS 

1 Thrombophlebitis  or  thromboembolic  disorders 

2 A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6 Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma. gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfalal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 limes  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9 5 times  greater 
Myocardial  Infarction;  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives,  however 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a mapr  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  that  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives,  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  tor  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  IS  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  lhal  associated  with  childbirth  with  the 
exception  of  oral  contraceptives  in  women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and,  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  manilestalions  of  thromboem- 
bolic and  thrombotic  disorders  Should  any  occur  or  be  suspected.  Ihe  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users  If  feasible,  oral  conlracepfives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization 

2 Ocular  Lesions.  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  Ihe  use  of  oral  conlracepfives  Discontinue  Ihe  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision,  onset  of  proplo- 
sis  or  diplopia,  papilledema,  or  refinal  vascular  lesions 

3 Carcinoma  L_ong-lerm  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  Ihe  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  Ihe  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
IS  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives. however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives Close  clinical  surveillance  of  users  is.  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer 
or  who  have  breast  nodules,  fibrocystic  disease  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors.  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  lime 

5 Usage  in  or  tmmediatety  Preceding  Pregnancy.  Birth  Delects  in  Offspring,  and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy  female  sex  hormones  may  seriously 
damage  Ihe  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  delects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  in  pregnancy 
There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  belore  continuing  an  oral  contraceptive  in  any  patient  who 
has  rrnssed  two  consecutive  menstrual  periods  If  the  patient  has  not  adhered  to  Ihe  sched- 


ule, the  possibility  ot  pregnancy  should  be  considered  at  the  lime  of  Ihe  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy IS  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  Ihe  fetus  and  the 
advisability  of  continuation  of  Ihe  pregnancy  should  be  discussed 

Women  who  discontinue  oral  contraceptives  with  Ihe  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  lime  before  attempting  to  conceive 

Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6 Gallbladder  Disease  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
is  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache.  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  lequires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy. 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives 

1 1 Ectopic  Pregnancy  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  Ihe  initiation  of  oral  con- 
traceptives The  pretreatmeni  and  periodic  physical  examinations  should  include  special 
reference  fo  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination 

2 Preexisting  uterine  leiomyomata  may  increase  in  size 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  Ihe  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  laundice  If  jaundice  develops,  the  medication  should  be  discontinued 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyndoxine  deficiency 

8 Serum  folate  levels  may  be  depressed 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 

(a)  Increased  sulfobromophthalein  retention  (b)  Increased  prothrombin  and  factors  VII, 

VIII.  IX.  and  X.  decreased  anlilhrombin  3.  increased  norepinephrine-induced  platelet  aggre- 
gabilily  (c)  Increased  thyroid-bmding  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  melyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
(jesled  with  barbiturates,  phenylbutazone,  phenyloin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 


An  increased  risk  of  Ihe  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives  thrombophlebitis,  pulmonary  embolism,  coronary  thrombosis,  cerebral 
thrombosis,  cerebral  hemorrhage,  hypertension,  gallbladder  disease,  benign  hepatomas, 
congenital  anomalies 

There  is  evidence  of  an  association  between  Ihe  following  condifions  and  fhe  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed  mesenteric  thrombo- 
sis. neuro-ocular  lesions,  eg.  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  m approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally 
gastrointestinal  symptoms,  breakthrough  bleeding,  spotting,  change  in  menstrual  flow, 
dysmenorrhea  amenorrhea  during  and  after  treatment,  temporary  infertility  after  discon- 
tinuance of  treatment,  edema,  chloasma  or  melasma,  breast  changes,  change  in  weight, 
change  in  cervical  erosion  and  cervical  secretion,  possible  diminution  in  lactation  when 
given  immediately  postpartum,  cholestatic  jaundice:  migraine;  increase  in  size  of  uterine 
leiomyomata,  rash  (allergic),  mental  depression,  reduced  tolerance  to  carbohydrates, 
vaginal  candidiasis;  change  in  corneal  curvature,  intolerance  to  contact  lenses 
The  following  adverse  reactions  have  been  reported  and  Ihe  association  has  been  neither 
confirmed  nor  refuted  premenstrual-like  syndrome;  cataracts,  changes  in  libido,  chorea, 
changes  in  appetite,  cyslitis-like  syndrome,  headache,  nervousness,  dizziness,  hirsutisni. 
loss  of  scalp  hair  erythema  multitorme,  erythema  nodosum,  hemorrhagic  eruption,  vaginitis, 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence, 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy 

HOW  SUPPLIED 

NorlesIrin  [21j  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  m packages  of  five 
compacts  and  packages  of  five  refills 

NorlesIrin  [gj  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills 
Norlestrin  [Eel  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarale,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  ]££]  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [28l  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 white 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  five  compacts  and  packages  ot  five  refills 
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Making  the  Turn 


In  the  great  game  of  golf  we  have  the  expression 
“making  the  turn.”  This  signals  the  end  of  nine  holes 
of  play  and  the  beginning  of  a new  nine  holes.  No 
matter  what  the  problems  of  the  first  nine  or  how  poorly 
or  how  well  one  played  the  first  half  of  the  game,  after 
making  the  turn  one  has  a new  perspective  and  a new 
beginning  when  starting  the  second  nine.  One  looks 
forward  to  another  chance  to  improve  his  play  and 
consequently  his  total  score. 

Well,  American  medicine  has  had  a tough  first  nine 
this  year.  The  hazards  we  have  encountered,  the  traps 
we  have  had  to  negotiate,  the  unexpected  obstacles  we 
are  overcoming  have  made  this  a year  of  unparallelled 
change  for  physicians.  Yet,  I feel  we  have  survived 
without  disastrous  disruption  and  are  making  the  turn. 
We  have  reason  to  be  optimistic  that  for  most  of  us  our 
practice  remains  intact.  We  have  no  need  to  compro- 
mise our  standards  to  accommodate  to  the  competition 
and  to  regulation.  We  look  forward  to  a new  opportu- 
nity to  actively  promote  what’s  great  about  our  profes- 
sion. 

This  is  not  to  say  we  don’t  have  major  problems  to 
overcome.  We  are  still  being  unfairly  singled  out  in 
America’s  society  for  punitive  regulations  aimed  at 
I cutting  the  cost  of  our  services.  No  matter  that  the 
! apparent  high  costs  of  medical  care  is  no  different  than 


the  high  cost  of  other  services,  commodities  or  equip- 
ment. 

The  last  general  wage  and  price  control,  under  Presi- 
dent Nixon,  proved  what  everyone  had  been  saying  for 
years;  price  controls  don’t  work;  over  time,  they  invari- 
ably prove  counterproductive.  Some  economists  say 
that  such  economic  controls  are,  paradoxically,  infla- 
tionary per  se,  because  they  build  up  artificial  cost 
pressures  that  inevitably  explode  with  far  more  devas- 
tating effect  and  with  a greater  impact  than  the  theo- 
retical savings. 

The  Reagan  Administration  is  more  philosophically 
opposed  to  government  regulation  and  control  than  any 
in  recent  national  history,  yet  it  has  singled  out  the 
medical  profession  as  the  only  segment  of  the  economy 
in  which  charges  are  frozen. 

It  would  be  instructive  to  know  by  what  tortuous 
processes  the  likes  of  David  Stockman  reached  the 
conclusion  that  medical  price-fixing  is  an  exception, 
either  to  the  Reagan  philosophy  that  such  stringent 
measures  are  un-American,  or  to  the  corresponding 
conservative  doctrine  that,  even  if  they  were  not,  they 
fuel  inflation  over  time  rather  than  damping  it. 

The  loss  of  jobs  in  the  hospital  industry  is  of  con- 
siderable concern.  The  impact  of  this  austerity  on  the 
continued  on  page  50 
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There  is  a Name  for 
Quality  Psychiatric  Care. 

And  Here's  Where  That 


Chitstanding  Leadership  in 
Charter  Medical  Corporation. 


leadership  Stands  Out  in  Alabama. 


For  mart}/  patients,  the  most  effective 
treatment  can  be  best  delivered  by 
psychiatrists,  working  with  highly 
qualified  professionals,  in  a free- 
standing hospital  whose  entire  staff 
is  dedicated  to  quality  psychiatric  care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
and  implement  an  individualized 
treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  hospital 
and  the  referring  professional,  about 
the  patient’s  status.  All  psychiatrists 
on  staff  are  Board  Certified  or  Board 
Eligible.  There  is  a wide  variety  of 
therapies  available  to  enhance 
individualized  treatment.  And  every 
Charter  Medical  Hospital  has  been 
designed  to  provide  a modem  thera- 
peutic environment  to  promote  your 
patient’s  recovery. 

Here’s  where  you  can  expect  to 
find  this  outstanding  leadership 
in  Alabama. 

Charter  Retreat  Hospital 
2205  Beltline  Road 
Decatur,  Alabama  35602 
(205)  350-1450 

Beds:  104 
Psychiatric  Staff:  9 
Programs:  Adult  and  Adolescent 
Psychiatric;  Adult  and  Young  Adult 
Addictive  Disease 

Other  Programs:  Counseling  and 
Intervention  Services  in  Florence 
and  Huntsville;  Off-Premise,  Out- 
patient Adolescent  in  Florence,  AL 

For  further  information  about 
Charter  Retreat  or  admission 
procedures,  contact: 

Medical  Director:  T.K.  Lewis,  M.D. 
Hospital  Administrator:  Jim  Johnson 


Charter  Woods  Hospital 
700  Cottonwood  Road 
Dothan,  Alabama  36302 
(205)  793-6660 

Beds:  75 

Psychiatric  Staff:  4 
Programs:  Adult  and  Adolescent 
Psychiatric;  Adult  and  Adolescent 
Addictive  Disease 

Other  Programs:  Counseling  and 
Intervention  Services,  and  Employee 
Assistance  Programs  in  Panama  City, 
Fla.,  Montgomery  and  Dothan,  Ala. 

For  further  information  about 
Charter  Woods  or  admission 
procedures,  contact: 

Medical  Director: 

Sam  C.  West,  Jr.,  M.D. 

Hospital  Administrator: 

Michael  A.  Zieman 

Charter  Southland  Hospital 
251  Cox  Street 
Mobile,  Alabama  36607 
(205)  432-8811 

Beds:  84 

Psychiatric  Staff:  15 
Programs:  Adult  and  Adolescent 
Psychiatric;  Adolescent  and  Adult 
Addictive  Disease 

Other  Programs:  Off-Premise 
Family  Intervention;  Employee 
Assistance  Services;  Outpatient 
Addictive  Disease 

For  further  information  about 
Charter  Southland  or  admission 
procedures,  contact: 

Medical  Directors: 

James  L.  Thomas,  M.D. 

(Adolescent  Psychiatry) 

Arthur  Dumont,  III,  M.D. 

(Addictive  Disease) 

Hospital  Administrator:  David  Henry 
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The  Bayou  Bengal 
Of  Baldwin  County 

William  H.  McDonald 


In  peace  there’ s nothing  so  becomes  a 
man  as  modest  stillness  and  humility: 

But  when  the  blast  of  war  blows  in  our  ears, 

Then  imitate  the  action  of  the  tiger, 

Stiffen  the  sinews,  summon  up  the  blood.  . . . 

Shakespeare,  Henry  V 


Julius  Michaelson,  M.D.,  of  Foley  has  contemplated 
the  ways  of  the  tiger  for  a long  time.  Forty  years 
ago,  give  or  take,  he  had  time  to  think  about  the  noble 
beast  that  was  the  mascot  of  the  LSU  football  team. 

Although  he  had  been  an  All-State  Guard  at  Baton 
Rouge  High  School,  he  had  time  to  think  because  when 
he  went  to  LSU  on  a football  scholarship  the  man  he 
understudied  was  an  All-Southeastern  consensus 
choice,  and  these  were  the  days  before  specialty  teams. 
A good  man  played  both  ways,  offense  and  defense,  for 
the  full  60  minutes,  or  until  life  and  breath  expired, 
whichever  occurred  first. 

Guard  Michaelson  could  not  have  gone  to  college,  or 
even  thought  of  medical  school,  without  that  football 
scholarship,  but  he  spent  most  of  his  playing  career 
warming  the  LSU  bench.  He,  as  so  often  happens  in 
life,  was  good,  but  the  first-string  man  at  his  position 
may  have  been  a tad  better.  As  he  watched  all  those 
games,  understanding  that  they  also  serve  who  only  sit 
and  wait,  he  had  plenty  of  time  to  think  about  his  future. 
The  tiger  being  the  animal  of  choice  for  LSU  (said  to 
have  the  most  obstreperous  student  body  in  Christen- 
dom), it  may  have  begun  its  insidious  entry  into  his 
subconscious  then. 

In  any  case,  these  many  years  later,  his  house  and 
office  are  filled  with  tigers,  more  than  a few  the  gifts  of 
grateful  patients.  He  has  ceramic  tigers,  iron  tigers, 
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silver  tigers,  bronze  tigers,  embroidered  tigers,  onyx 
tigers,  wooden  tigers,  fierce  tigers  and  funny  tigers.  He 
has  paintings  and  photographs  of  tigers.  Tigers  are 
everywhere,  filling  his  den  and  spilling  into  virtually 
every  room  of  his  comfortable  home  set  smack  dab  in 
the  middle  of  a farming  area  of  Alabama’s  lower  coast- 
al plains. 

Dr.  Michaelson  lost  156  of  the  beloved  pines  from  a 
grove  behind  his  house  when  Hurricane  Frederic 
smashed  ashore  near  the  entrance  of  Mobile  Bay  on 
Sept.  12, 1979.  More  costly  even  than  Camille  10  years 
earlier,  Frederic  is  estimated  to  have  done  $2.3  billion 
in  damages. 

Dr.  Michaelson  has  a theory  of  major  disasters  that 
may  provide  a useful  analogue  of  the  phases  through 
which  American  physicians  are  passing  in  the  market- 
place revolution  imposed  by  government  and  big  busi- 
ness. 

In  recent  months,  some  non-physicians  have  noted 
that  the  profession  has  reacted  to  the  perceived  loss  of 
freedom,  to  the  widely  believed  reduction  in  public 
confidence  and  credibility,  and  to  the  threat  to  profes- 
sional autonomy,  in  much  the  same  way  that  terminally 
ill  patients  do.  Those  include  denial,  anger,  depression, 
and,  finally,  acceptance. 

That  may  be  superficially  apt  in  some  cases,  but  Dr. 
Michaelson ’s  keen  observations  of  the  phenomenology 
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“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

There  are  doctors  who  say  that  generic  drugs  have  a place  in  their 
practice— but  not  necessarily  in  the  treatment  of  serious  or  potentially 
life-threatening  disease.  And  when  they  consider  that  the  average 
patient  pays  only  about  45<f  a day  for  INDERAL  (propranolol  HCl) 
Tablets,  there’s  not  much  left  to  discuss. 

When  it’s  INDERAL  Tablets  you  want  for  the  treatment  of  hyperten- 
sion, angina,  arrhythmias,  or  post-MI  patients,  make  sure  you  specify 
“Dispense  As  Written”  (DAW),  “Do  Not  Substitute,”  or  whatever  is 
required  in  your  State.  That  way,  you’ll  know  exactly  what  your 
patients  will  get. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

INDERAC— 

BRAND  OF  PROPRANOLOL  HCI 

«>«•«>  <S>  <S><S) 

10  mg  20  mg  40  mg  60  mg  80  mg  90  mg* 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL®  (propranolol  hydrochloride)  Tablets 

CONTRAINDICATIONS 

INDERAL  IS  contraindicated  m 1)  cardiogenic  shock.  2)  sihus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless 
the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL 

WARNINGS 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circula- 
tory function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  conges- 
tive heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history 
of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta- 
adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 
IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible), 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks  and  the  patient  should  be  cau- 
tioned against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstilute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications- 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)— PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilalion  produced 
by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

INDERAL,  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
Its  effects  can  be  reversed  by  administration  of  such  agents,  e g . dobutamine  or  isopro- 
terenol However,  such  patients  may  be  subject  to  protracted  severe  hypotension  Ditficulty  in 
starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult 
to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  alter  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS 

General  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function,  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 


Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  (propranolol  hydrochloride)  may  interfere  with  the  glaucoma 
screening  test  Withdrawal  may  lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogehase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered.  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  ortho- 
static hypotension 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dos- 
age levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 

Pediatric  Use,  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block;  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disoriehtation 
for  time  and  place,  short-term  memory  loss,  emotiohal  lability  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsychometrics 

Gastrointestinal  hausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 

Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence. and  Peyronie  s disease  have  been  reported  rarely,  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practo- 
lol)  have  not  been  associated  with  propranolol, 
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V of  the  devastation  of  Hurricane  Frederic  may  be  even 
more  apposite.  The  costliest  hurricane  in  American 
history,  Frederic  spawned  countless  tornadoes  as  it 
blasted  the  Gulf  Coast  and  moved  north  up  the  Ala- 
bama-Mississippi  line. 

Dr.  Michaelson  did  not  draw  the  parallel  as  he  talked 
about  Frederic,  but  it  occurred  that  the  same  phases  of 
human  reaction  to  disaster  may  be  applicable  to  the 
what  some  are  calling  the  catastrophic  destruction  of 
private  practice. 

Here  is  what  Dr.  Michaelson  observed  in  the  people 
of  Foley  as  Frederic  headed  straight  at  them  and  then, 
true  to  predictions,  blasted  them  with  all  its  fury.  Phase 
1 is  fear,  anxiety,  mixed  with  something  close  to 
pleasurable  excitement.  In  Phase  2,  the  storm  hits  in 
with  all  its  unearthly  force,  bringing  terror  and  prayer, 
with  some  panic.  Phase  3 enters  when  the  storm  is  over 
and  calm  returns,  but  with  damage  far  beyond  anyone’s 
expectation. 

Despair,  hopelessness  and  shock  take  over  in  Phase  3 
as  the  damage  is  assessed . But  this  phase  quickly  passes 
into  Phase  4,  characterized  by  a strong  sense  of  com- 
munity and  sharing.  Everyone  tries  to  help  everyone 
else.  Men  dash  around  with  chain  saws  to  do  what  they 
j can  for  their  neighbors.  The  excitement  is  undergirded 
' perhaps  by  relief  that,  although  damage  was  great,  “we 
1 lived  through  it.” 

The  carpetbaggers  come  in  Phase  5,  vendors  trying 
to  sell  you  all  manner  of  things,  offering  to  buy  dam- 
aged cars,  fix  roofs,  sell  ice.  In  Phase  6,  the  entre- 
preneurs and  adjusters  arrive  promising  to  make  every- 
I thing  as  good  as  new,  maybe  better.  The  worst  period 
I for  some  people  follows  in  Phase  7:  Profound  depres- 
sion, and  deep  melancholy  as  the  magnitude  of  the  loss 
and  the  long  task  ahead  becomes  apparent.  Some  peo- 
ple remain  in  this  deep  funk  for  months,  and  this  is  only 
gradually  relieved  by  the  rebuilding,  which  continues 
for  years. 

In  February,  Dr.  Michaelson  went  on  the  MASA 
junket  to  Washington  and  reported  back  to  the  Board  of 
Censors  that  he  was  greatly  disheartened  by  the 
“doomsdaying”  of  the  AMA’s  Washington  staff.  Ala- 
bama does  a great  job  with  its  congressional  delegation, 
the  AMA  lobbyists  and  staffers  granted,  but  that  is  of 
little  avail  now.  Medicine  is  overwhelmed  by  forces 
beyond  coping,  the  crepehangers  continued,  and  more 
losses  may  be  expected.  It’s  all  over  for  the  American 
physician  but  the  headstone  — that  is  the  mood  Dr. 
Michaelson  sensed. 

Dr.  Michaelson  doesn’t  cotton  to  that  kind  of  nega- 
tivism. Always  the  optimist,  he  thinks  the  American 
physician  will  recover  from  this  hurricane  and  rebuild  a 
stronger  and  grander  edifice,  even  as  the  Gulf  Shore 
region  South  of  Foley,  wiped  clean  SYz  years  ago,  is 
still  the  scene  of  the  unbelievable  growth. 

Not  only  have  the  scars  of  Frederic  disappeared,  but 
everywhere  modem  condos  and  shopping  centers  are 


springing  into  being.  The  skyline  is  dotted  with  cranes 
arching  over  high-rise  after  high-rise.  And  all  of  it 
started  after  Frederic  laid  waste  to  Alabama’s  south- 
ernmost tip.  This  is  not  repair;  that  phase  has  ended; 
this  is  entirely  new  growth,  far  beyond  the  dreaming  of 
the  residents  of  Foley,  Gulf  Shores  and  environs.  Far 
from  being  crushed  by  Frederic,  Gulf  Coast  Alabama 
was  inspired  by  it. 

Might  it  be  the  same  for  medicine  in  the  aftermath  of 
Hurricane  TEFRA  and  the  tornadoes  it  spawned?  Dr. 
Michaelson,  ever  mindful  of  the  tiger’s  patience  is 
waiting,  believes  so.  More  about  that  later.  Here  is  how 
he  got  to  that  philosophical  point  in  time: 

Julius  Michaelson  was  bom  in  Bessemer  but  never 
knew  his  real  father,  who  died  when  he  was  2.  When  he 
was  4,  his  mother  remarried.  For  a time  in  the  20s,  his 
new  father’s  scrap  iron  business  prospered,  but  with  the 
Depression,  the  scrap  demand  vanished.  His  father, 
like  so  many  other  Americans,  hit  the  road,  moving  his 
family  to  whatever  city  offered  hope  of  employment. 
He  worked  in  restaurants,  drove  bread  tmcks,  anything 
to  feed  his  family.  Young  Julius  was  to  call  home  such 
diverse  locations  as  Dallas,  Texas;  Selma,  Ala.; 
Laurel,  Miss.;  and  then,  by  stroke  of  fortune.  Baton 
Rouge,  La. 

Julius  Michaelson  was  launched  on  his  medical 
career  at  Baton  Rouge  High  School,  although  he  had  no 
reason  to  know  that  then.  A straight- A student  who 
made  the  football  All-State  at  guard,  he  impressed 
some  local  businessmen  with  his  energy  and  enterprise. 
After  the  Friday  night  football  games,  Julius  would  be 
on  the  job  at  7 a.m.  Saturday  morning  selling  Stein  suits 
at  a local  store,  working  right  on  through  8 that  night. 

The  football  scholarship  at  LSU  opened  undergradu- 
ate school  for  him.  He  had  a fail-safe  dream:  he  set  his 
cap  for  medicine  but  took  all  the  appropriate  courses  for 
a B.S.  in  chemistry  in  case  the  miracle  he  needed  to 
finance  him  through  medical  school  didn’t  happen. 

It  happened,  not  once,  but  several  times.  First  off, 
seeing  how  well  he  had  done  in  the  classroom  at  the 
LSU  campus  in  Baton  Rouge,  five  businessmen  took  a 
gamble  on  him.  Between  them,  they  raised  $1,000. 
With  that  stake  and  his  optimistic  nature,  he  enrolled  at 
the  LSU  medical  school  in  New  Orleans  even  before  he 
had  completed  his  B.S.  in  chemistry,  which  came  later. 
He  had  already  accelerated  his  studies  before  wartime 
acceleration  came  in  December,  with  Pearl  Harbor,  his 
freshman  year  in  medical  school. 

Had  he  remained  at  LSU  to  play  out  his  last  year  of 
football  eligibility  — the  1941  season  — his  ROTC 
shavetail  commission  would  have  propelled  him  into 
the  Army  within  days  of  Dec.  7,  1941.  In  medical 
school,  he  was  in  a deferred  category,  but  the  country 
had  no  intention  of  leaving  him  out  of  the  action. 

Soon  he  was  placed  in  the  wartime  ASTP  (Army 
Specialized  Training  Program),  which  necessitated  that 
he  resign  his  commission  and  accept  private  status.  He 
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did  that  gladly,  for  it  meant  his  books  and  tuition  would 
be  paid  and  he  would  draw  a monthly  stipend  to  boot. 
He  was  in  clover. 

He  had  been  stretching  his  scant  funds  by  eating 
breakfast  in  a comer  cafe  near  the  small  attic  room  he 
had  rented.  A spartan  meal  of  an  egg,  biscuit  and  coffee 
was  12  cents.  He  could  eat  a hotdog  and  carton  of  milk 
for  a dime  for  his  lunch  at  the  hospital  (sometimes,  he 
had  two  hotdogs).  At  night  he  could  fill  up  on  a Blue 
Plate  Special  at  the  small  comer  cafe  for  35  cents.  That 
was  a lot  of  money  in  those  days  but  he  was  getting 
gaunt  — his  football  weight  of  198  having  dropped  to 
171  pounds.  Some  Sundays,  he  would  skip  breakfast 
and  treat  himself  to  a 750  all-you-can-eat  special  at  a 
place  in  the  French  Quarter. 

The  new  manna  from  ASTP,  and  from  a pathology 
externship  later,  made  life  much  more  tolerable  as  he 
took  advantage  of  the  accelerated  medical  program  to 
complete  both  his  B.S.  and  his  M.D.  degrees  in 
September  1944,  SVi  years  after  he  first  set  foot  on  the 
LSU  campus. 

He  was  not,  of  course,  free.  Uncle  Sam  wanted  him. 
He  interned  at  the  Marine  Hospital  on  Staten  Island, 
working  for  his  keep.  And  he  soon  returned  home  to 
Birmingham  (to  which  his  mother  and  father  had  re- 
turned during  his  LSU  years)  in  the  uniform  of  a Lieu- 
tenant (j.g.)  in  the  Public  Health  Service. 

That  was  the  third  uniform  the  Birmingham  neigh- 


bors had  seen  him  come  home  in.  First  they  saw  him  as 
a brand-new  Army  ROTC  lieutenant  in  his  splendid 
whites;  then  as  a private  in  Army  OD;  then  the  Public 
Health  Service  officer  uniform.  He  was  to  make  still 
another  change,  to  the  uniform  of  an  officer  in  the 
Army  Medical  Corps.  All  of  which  led  his  parent’s 
suspicious  neighbors  to  believe  he  was  either  (1)  a 
deserter,  (2)  a German  spy  or  (3)  a U.S.  undercover 
agent  appearing  in  various  disguises.  He  enjoyed  the 
mystery  and  did  nothing  to  dispel  it. 

That  last  quick  change  came  after  completion  of  his 
internship  at  Staten  Island  and  his  dispatch  to  Carlisle 
Barracks,  Pennsylvania,  where  he  was  re-inducted  into 
the  Army  as  a medical  officer.  He  hankered  to  go 
overseas  but  the  Army  had  other  plans  for  him  in  this 
last  year  of  the  great  war. 

He  was  pressed  into  service  at  Trenton,  New  Jersey, 
Fort  Polk,  Louisiana,  and  finally  at  the  Army  base  at 
Anniston,  Alabama. 

Much  of  his  military  medical  experience  in  the  last 
year  of  the  war  was  in  checking  out  returning  veterans 
of  the  European  fighting  and  in  separation  centers  for 
those  returning  to  civilian  life.  That’s  what  he  wanted 
too.  Army  medicine  had  not  been  greatly  challenging. 
He  had  a lot  of  time  to  think  what  he  wanted  to  do  with 
his  life.  At  the  Army  hospital  in  Anniston,  he  got  the 
idea  that  he  wanted  to  start  his  practice  in  the  Mobile 
bay  area.  Although  Mobile  itself  was  wide  open  at  the 
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time,  he  wanted  a smaller  town.  He  responded  to  an  ad 
by  an  entrepreneurial  physician  in  Fairhope  who 
needed  another  young  physician  for  one  of  his  several 
offices. 

Dr.  Michaelson  took  a Greyhound  bus  from  Annis- 
ton to  Fairhope  for  his  interview,  landing  the  salaried 
job.  But  after  his  return  to  Anniston,  one  of  the  physi- 
cian’s other  young  doctors,  who  had  been  manning  the 
Foley  office,  resigned  to  return  to  New  Orleans  for  an 
ENT  residency.  Dr.  Michaelson’ s prospective  em- 
ployer asked  if  Foley  would  do  as  well  as  Fairhope. 
Even  better.  Dr.  Michaelson  said. 

In  a few  weeks,  he  arrived  on  the  bus  at  the  junction 
of  Highways  59  and  98,  Foley’s  main  drag.  He  walked 
about  200  feet  to  his  new  office  over  the  bakery . He  had 
no  car,  no  place  to  live,  nothing  but  his  mustering-out 
pay  of  $365.  He  had  a wife  and  baby  back  in  Birming- 
ham, another  baby  on  the  way,  and  nothing  else  to  his 
name  but  a Gladstone  bag  and  the  clothes  on  his  back. 

His  salary  was  to  be  $365  a month  but  he  had  no  way 
to  make  house  calls.  His  employer,  the  Fairhope  doc- 
tor, let  him  use  his  car  until  he  could  get  one,  after  the 
long  delay  common  at  war’s  end.  When  his  new  car 
finally  came  in.  Dr.  Michaelson  returned  the  borrowed 
car,  only  to  be  presented  with  a bill  charging  him  a 
nickel  a mile  for  its  use  while  he  drove  all  over  Baldwin 
county. 

That  little  episode  was  emblematic  of  the  servitude 
that  soon  began  to  gall.  He  longed  to  go  it  alone.  In  a 
little  over  a year,  he  knew  he  had  to  try  his  own  wings. 
He  asked  his  patron  what  it  would  cost  to  buy  out  the 
Foley  practice.  “$10,000,”  the  Fairhope  doctor  said, 
more  money  than  he  thought  existed.  His  only  hope 
was  a small  bank  across  the  street.  The  Farmers  & 
Merchants  Bank. 

The  bank  was  no  larger  than  Dr.  Michaelson’s 
office.  The  banker  first  wanted  to  know  how  much  he 
wanted  and  what  security  he  had.  The  young  doctor 
gulped  and  said  he  needed  $10,000,  but  had  no  security 
other  than  his  medical  skills.  The  banker  almost  fell  out 
of  his  chair.  Such  audacity  was  unheard  of  in  those 
parts  then. 

But  the  banker  knew  the  town  needed  him.  And  he 
summoned  up  the  courage  to  make  the  loan.  The  new 
doctor  paid  it  back  in  18  months,  although  there  were 
weeks  when  his  bank  balance  dropped  perilously  close 
to  zero. 

He  practiced  there  over  the  bakery  until  1951,  when 
he  bought  a more  congenial  office  a few  blocks  down 
the  street.  In  1955,  he  was  joined  in  a 50/50  partnership 
by  John  Edward  Foster,  M.D.,  who  had  had  a 
flourishing  practice  in  Lineville,  Northeast  Alabama. 
They  had  known  each  other  at  LSU  where  Dr.  Foster 
finished  in  the  same  class  as  Dr.  Michaelson. 

They  had  become  friends  through  medical  meetings 
and  dickered  for  a couple  of  years  over  whether  the  one 
would  move  to  Lineville  or  the  other  to  Foley  to  form  a 


partnership.  Foley  won  because  it  had  greater  potential 
for  growth,  they  agreed. 

In  July  of  this  year,  that  partnership  will  have  lasted 
30  years. 

Two  of  Dr.  Michaelson’s  four  sons  followed  him  in 
football  at  LSU  and  both  now  live  in  Baton  Rouge, 
Julius  Michaelson,  Jr.,  M.D.,  and  Frederic  Michael- 
son, D.V.M.  A third  son,  Jeffrey,  is  with  the  3M 
company  in  St.  Paul,  Minn.  Only  Eric  Blake  remains  at 
home,  a student  at  Bayside  Academy,  Daphne. 

Dr.  Michaelson’s  lovely  wife,  Allison,  brought  two 
sons  of  her  own  to  the  marriage  — Stephen  and  Andrew 
Hesse.  Dr.  and  Mrs.  Michaelson  have  nine  grandchil- 
dren. With  all  those  sons,  five  of  their  first  six  grand- 
children were  girls.  But  the  boys  have  caught  up  and  the 
ratio  now  stands  at  5 to  4 and  counting. 

The  early  days  in  Foley  were  hard.  Often  he  deli- 
vered babies  and  did  surgery  in  Mobile,  an  hour’s  drive 
in  the  best  weather  and  125  miles  around  the  horn 
through  Jackson  when,  as  often  happened,  the  cause- 
way was  closed  because  of  weather.  He  made  that  trip 
countless  times  and  wore  out  a half-dozen  doctor  bags 
making  house  calls  in  those  early  days. 

Dr.  Michaelson  has  systematically  paid  his  dues  to 
medicine  during  his  38  years  of  private  practice.  He  is  a 
past  president  and  chairman  of  the  Board  of  Directors 
of  the  American  Academy  of  Family  Physicians,  and 
the  first  living  recipient  of  the  Academy’s  highest  hon- 
or, the  John  G.  Walsh  Award.  He  was  founding  Vice 
President  of  the  American  Board  of  Family  Practice 
and  was  President  for  many  years  of  the  Family  Health 
Foundation.  He  has  served  as  Chairman  of  the  Board  of 
the  Alabama  Academy  and  as  its  President. 

He  has  been  active  in  many  civic  organizations  in  the 
Foley  and  Mobile  areas,  from  the  South  Baldwin 
Chamber  of  Commerce  to  Friends  of  the  Library  and 
the  Performing  Arts  Association.  He  says: 

“I  am  a firm  exponent  of  the  premise  of  latter-day 
noblesse  oblige.  Those  who  have  the  intellectual  capac- 
ity, the  physical  stamina,  the  moral  and  mental  integri- 
ty, are  obligated  to  assume  positions  of  leadership. 

“All  of  our  capabilities  and  talents  accrue  to  us  only 
as  a gift,  and  through  the  grace  of  God.  Our  economic 
assets,  our  physical  attributes,  our  motivation  are  all 
His  gift  to  us. 

“What  we  do  with  our  God-given  talents  is  our 
obligation  and  gift  to  Him.” 

The  following  colloquy  took  place  in  Dr.  Michael- 
son’s car  on  a Cook’s  Tour  of  the  fantastic  development 
underway  on  the  Alabama  Gulf  Coast: 

Q:  You  are  the  second,  or  perhaps  third,  ofMASA’s 
World  War  III  Presidents,  those  whose  lot  it  is  to  serve 
during  a period  of  unprecedented  dislocation  and, 
some  would  say,  destruction.  What  do  you  see  down  the 
road? 

A:  “That  is  the  problem;  it  is  very  difficult  to  see 
down  the  road.” 
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Q:  Would  you  try? 

A:  “The  medical  industrial  complex  is  here.  The 
conglomerate  practice  of  medicine  is  here,  not  down 
the  road. 

“All  of  us,  at  least  ostensibly,  believe  in  private 
enterprise.  We  throw  up  our  arms  in  terror  at  the 
thought  of  government  control,  particularly  of  medi- 
cine. As  well  we  should. 

“Some  of  the  entrepreneurs  are  buying  sacred  cows 
like  university  hospitals.  It’s  a whole  new  ball  game. 
But  I believe  that  if  we  mind  our  Ps  and  Qs  we  can  have 
a profound  impact  on  American  medicine  in  this  time  of 
great  change  — an  impact  for  the  good.  Conglomerate 
medicine,  corporate  medicine,  whatever  you  call  it, 
must  have  good  physicians  if  they  are  to  compete  and 
put  out  a good  product. 

“If  nothing  else,  American  business  excels  at  put- 
ting out  a superior  product  in  a competitive  market.” 

Q:  Are  you  saying  that  big  business,  the  medical 
industrial  complex  that  is  here  all  of  a sudden,  might  be 
a defense  against  big  government? 

A:  “It  is  a defense.  It  certainly  beats  the  alternative, 
federal  control.  Private  business  and  private  physicians 
will  have  the  opportunity  to  beat  the  government  at  its 
own  game.  And  we  can,  if  we  work  it  right. 

“I  believe  — I have  been  thinking  about  this  — that 
if  anybody  can  lick  the  feds  it  will  be  two  of  the 
strongest  believers  in  private  enterprise,  the  American 
physician  and  the  American  businessman. 

“The  problem  with  federal  medicine  is  that  it  is 
inefficient,  wasteful.  We  know  that.  So  we  are  going  to 
have  to  find  a structure  that  will  deliver  better  quality 
medicine  than  we  are  delivering  now.  It  can  be  done, 
but  not  in  the  old  context.  I believe  it  can  be  done  in  the 
individual  context  — the  individual  doctor,  individual 
patient,  the  individual  corporation.  At  the  heart  of  it 
must  be  the  one-on-one  doctor/patient  relationship. 
Only  this  will  preserve  continuing,  comprehensive 
care.” 

Q:  You  are  not  so  fearful  then  of  the  corporate 
medical  mentality? 

A:  “Less  fearful  than  I am  of  the  government  men- 
tality. The  companies  and  the  doctors  who  succeed  will 
be  those  who,  together,  produce  the  best  product,  the 
way  things  have  always  worked  in  America’s  open 
markets.  Those  who  fail  will  be  those  with  dissatisfied 


patients,  dissatisfied  doctors,  the  ones  who  try  to  sell  an 
inferior  product.  They  will  lose.  Patients  are  not  chattel 
and  doctors  are  not  chattel.  No  corporation  can  try  to 
own  either  and  succeed. 

“If  a company,  conglomerate  or  whatever,  has  hap- 
py doctors  and  happy  patients,  it  will  succeed  and  sell 
its  products  again.  If  you  make  a better  product,  you 
win;  if  you  don’t,  you  lose.  Is  that  so  un-American?” 

Q:  But  there  are  many  physicians  who  perceive 
corporate  medicine  as  the  arch  enemy  right  now.  . . . 

A:  “All  right,  if  corporate  medicine  is  perceived  as 
the  enemy,  doesn’t  it  behoove  us  at  least  to  learn 
everything  we  can  about  that  enemy?  I think  so.” 

Q:  You  have  made  several  strong  comments  about 
negative  doctors,  doomsday  doctors  you  have  called 
them.  Could  you  elaborate? 

A:  “First  of  all,  if  you  just  stand  there  wringing  your 
hands  and  moaning  in  the  station,  the  train  is  going  to 
leave  without  you.  The  train  is  already  leaving,  for  that 
matter.  I do  resent  the  doctors  who  are  content  to  say 
that  ‘all  is  lost,  we  can’t  do  anything,  medicine  will 
never  be  the  same,’  and  so  on. 

“I  heard  the  same  tune  from  the  AM  A staff  briefing 
us  in  Washington  in  early  February.  I keep  hearing  the 
same  sad  refrain,  ‘We  can’t  do  anything.  All  is  lost.  ’ If 
all  is  really  lost,  let’s  fold  our  tents. 

“But  I refuse  to  believe  all  is  lost  just  because  we  are 
in  a time  of  revolutionary  change.  I am  sick  of  that  kind 
of  defeatism.  ‘The  old  order  changeth,  yielding  place  to 
the  new.’ 

“Society  is  changing;  we  must  change  with  it.  I think 
those  of  us  who  have  been  in  practice  a long  time,  and 
who  knew  that  golden  age,  do  a disservice  to  the  youn- 
ger physicians  when  we  tell  them  they’ll  never  know 
the  real  practice  of  medicine,  the  way  it  was  in  the  good 
old  days. 

‘ ‘That  kind  of  negativism  assumes  the  future  is  hope- 
less. And  I do  not  accept  that.  It  will  be  different,  of 
course;  the  future  is  always  different.” 

Q:  Maybe  this  fits  what  you  are  saying.  Alfred  North 
Whitehead,  the  great  English  philosopher  and  mathe- 
matician who  taught  for  many  years  at  Harvard,  once 
said:  “The  art  of  progress  is  to  preserve  order  amid 
change  and  to  preserve  change  amid  order.  ’ ’ Any  com- 
ment? 

A:  “I  like  it.  Let’s  do  it.”  0 
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larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
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kalemia develops,  substitute  a thiazide  alone,  restrict  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  addibonal 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  In  pr^nancy  requires  weighing  anticipated  benefits  against  possible 
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reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
’Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
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conditions  have  not  been  commonly  obsenred  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
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renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
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have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insigniticant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist 
do  periodic  blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive 
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Dyazide’  when  treated  with  indomethacin  Therefore,  caution  is  advised  in 
administenng  nonsteroidal  anti-inflammatory  agents  with  Dyazide’  The 
following  may  occur;  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  Insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis  ’C^azide’  interferes  with 
fluorescent  measurement  of  quinidine  Hypokalemia  is  uncommon  with 
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cium excretion  is  decreased  by  thiazides  Dyazidb’  should  be  withdrawn 
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toxicity 
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Aftera  nitrate, 
add  ISOPTIM 

I (verapamil  HCl/Knoll) 

I To  protect  your  patients,as  well  as  their  quality  of  life, 

1 add  Isoptin  instead  of  a beta  blocker. 


I 
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First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mer 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  IS  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported;  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D.C. -cardioversion.  AV  block  may  occur  (3rd 
degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN. 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina.  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyidopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quinidine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed.  One  study  in  rats 
did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk; 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block:  3rd  degree  (0.8%),  bradycardia:  HR<50/min  (1.1%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (18%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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America's  declining 
productivity  is  serious 
business. 

It's  about  time  we  all 
got  serious  about  it. 

\ productivity- 1 America's  productivity 
\ TheCii«»  \ growth  rate  has  been 
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\ ' " And  it's  ad- 
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1 every  one  of  us. 

' — We've  all  seen 

plants  and  businesses  close  down. 
Tens  of  thousands  of  jobs  lost.  Prices 
rising,  quality  deteriorating.  A flood 
of  foreign-made  products  invading 
our  shores.  It's  all  part  of  our  declin- 
ing productivity  rate. 

We've  simply  got  to  work  it  out — 
and  we've  got  to  work  together  to  do 
it.  But  first,  we  need  to  know  more 
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solutions  so  we  can  act  intelligently 
and  effectively. 
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this  informative  new  booklet.  It  hasn't 
got  all  the  answers— there  are  no 
quick  and  easy  ways  out — but  it's  a 
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tivity education  of  yourself,  your 
associates  and  your  workers.  It's  free 
for  the  asking  — and  in  quantity.  Mail 
the  coupan  right  away.  Ignorance  is 
no  excuse. 
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Coagulase-Negative  Staphylococci 
— Emerging  Pathogens 

LeRoy  F.  Harris,  M.D.* * 


Coagulase-negative  staphylococci  (CNS)  are 
emerging  from  harmless  contaminants  to  im- 
portant pathogens  causing  a wide  variety  of 
infections  including  infective  endocarditis, 
prosthetic  joint  infection,  cerebrospinal  fluid 
shunt  infection,  urinary  tract  infection  and  in- 
fection secondary  to  subclavian  catheters  in 
immunocompromised  hosts.  Recent  clinical 
isolates  demonstrate  increasing  antimicrobial 
resistance.  Vancomycin  is  the  drug  of  choice 
for  CNS  resistant  to  semisynthetic  penicillinase 
resistant  penicillins  and  in  the  penicillin  aller- 
gic patient. 


Coagulase-negative  staphylococci  (CNS)  are  dif- 
ferentiated from  Staphylococcus  aureus,  both 
catalase  positive  and  members  of  the  family  Micrococ- 
caceae,  by  coagulase  and  mannitol  fermentation  tests. 
Twelve  species  of  CNS  are  recognized,  the  two  most 
important  being  5.  epidermidis  and  S.  saprophyticus. 

• Clinical  Assislani  Professor  of  Medicine,  School  of  Primary  Medical  Care.  Uni- 
versity of  Alabama  School  of  Medicine.  Huntsville  Program.  410  Lowell  Drive. 
Huntsville.  Alabama  35801. 


Many  laboratories  incorrectly  report  all  isolates  of  CNS 
as  S.  epidermidis.  Formerly  regarded  as  harmless  con- 
taminants, CNS  now  are  recognized  to  be  a prominent 
cause  of  a wide  variety  of  infections.  Also  recent  data 
demonstrate  an  increasing  antibiotic  resistance  of 
CNS.'  We  present  case  reports  of  different  types  of 
illness  due  to  CNS  to  define  the  clinical  spectrum  of 
infections  associated  with  these  emerging  pathogens. 

Infective  Endocarditis 

Case  #/ 

A 65  year  old  female  was  admitted  to  the  hospital 
with  a four  month  history  of  weight  loss  and  weakness 
and  a two  month  history  of  fever  and  chest  pain.  Two 
years  prior  to  admission  the  patient  underwent  replace- 
ment of  the  mitral  valve  with  a porcine  valve.  On 
admission  the  temperature  was  100.4°  F and  the  patient 
appeared  chronically  ill.  Her  legs  were  edematous,  the 
pulse  was  irregular  and  a systolic  murmur  was  heard 
across  the  precordium.  The  initial  leukocyte  count  was 
1 1400/cu  mm  and  a chest  roentgenogram  disclosed  a 
normal  sized  heart  and  clear  lung  fields.  Multiple  blood 
cultures  grew  coagulase-negative  staphylococci  (CNS) 
identified  as  Staphylococcus  epidermidis  sensitive  to 
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vancomycin  and  gentamicin  and  resistant  to  penicillin 
and  oxacillin.  Therapy  with  vancomycin,  gentamicin 
and  rifampin  was  instituted.  Her  treatment  was  compli- 
cated by  acute  renal  failure,  but  she  gradually  improved 
and  was  discharged  after  six  weeks  of  antimicrobial 
therapy.  No  relapse  of  endocarditis  occurred  during  the 
ensuing  two  months. 

Case  #2 

A 30  year  old  male  entered  the  hospital  with  a nine 
day  history  of  fever,  shaking  chills  and  headache.  The 
patient  had  a known  bicuspid  aortic  valve  and  repair  of 
coarct  of  the  aorta.  The  admitting  temperature  was 
102°  F and  auscultation  of  the  heart  revealed  a loud 
systolic  murmur.  The  initial  leukocyte  count  was 
19300/cu  mm  and  the  chest  x-ray  was  normal.  Coagu- 
lase-negative  staphylococci  speciated  as  S.  epider- 
midis  sensitive  to  oxacillin,  vancomycin  and  gentami- 
cin and  resistant  to  penicillin  were  recovered  from 
multiple  blood  cultures.  Antimicrobial  therapy  consist- 
ing of  nafcillin  and  rifampin  was  commenced.  Because 
of  continuing  fever  and  the  development  of  an  aortic 
regurgitant  murmur  the  patient  was  transferred  to 
another  institution  where  aortic  valve  replacement  was 
accomplished.  The  patient  recovered  uneventfully. 

Discussion 

Coagulase-negative  staphylococci  are  the  leading 
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cause  of  prosthetic  valve  endocarditis.  The  infection  is 
thought  to  originate  in  the  perioperative  period  and 
pathologically  involves  the  aortic  valve  ring  with  ab- 
scess formation  or  the  mitral  valve  orifice  with  a mas- 
sive obstructing  vegetation.  The  clinical  course  may  be 
indolent  with  few  classic  signs  of  endocarditis,  but 
often  exhibits  fever  and  chills.  Valvular  dysfunction, 
arrhythmia  or  embolus  may  be  the  initial  manifestation . 
Complications  include  congestive  heart  failure,  con- 
duction disturbances  and  embolization  and  the  mortal- 
ity rate  approaches  50  per  cent.  The  diagnosis  is  con- 
firmed by  multiple  positive  blood  cultures.  Because  the 
organisms  causing  coagulase-negative  staphylococcal 
prosthetic  valve  endocarditis  often  are  resistant  to  semi- 
synthetic penicillinase  resistant  penicillins  (methicil- 
lin,  oxacillin,  nafcillin)  and  cephalosporins,  optimal 
antimicrobial  therapy  consists  of  vancomycin  in  com- 
bination with  rifampin,  gentamicin  or  both.  Surgical 
intervention  is  required  for  perivalvular  abscess,  inva- 
sion of  the  conduction  system,  valve  dehiscence,  valve 
orifice  obstruction  or  recurrent  embolization.^ 

Native  valve  endocarditis  caused  by  CNS  accounts 
for  up  to  nine  per  cent  of  cases  and  is  considered  to  arise 
by  hematogenous  seeding  of  a previously  abnormal 
heart  valve.  The  signs  and  symptoms  tend  to  have  an 
insidious  onset  and  consist  of  low  grade  fever,  malaise, 
weight  loss,  splinter  hemorrhages  and  splenomegaly. 
The  diagnosis  is  established  by  multiple  positive  blood 
cultures  and  causative  organisms  frequently  are  sensi- 
tive to  semisynthetic  penicillinase  resistant  penicillins 
which  are  the  preferred  antibiotics  to  be  utilized  in 
treatment.  Cure  rates  approach  80  per  cent  and  surgery 
usually  is  required  for  hemodynamic  complications 
secondary  to  valve  destruction.^ 

Prosthetic  Joint  Infection 

Case  #3 

A 67  year  old  male  was  admitted  to  the  hospital  with 
a nine  month  history  of  pain  in  the  left  hip.  Two  years 
before  admission  the  left  hip  was  replaced  because  of 
painful  degenerative  arthritis.  On  admission  the 
temperature  was  99.6°  F,  the  patient  was  pale  and 
movement  of  the  left  hip  was  painful.  The  leukocyte 
count  was  8300/cu  mm  and  x-ray  of  the  left  hip  re- 
vealed the  prosthesis  in  correct  alignment.  An  aspirate 
of  the  left  hip  grew  CNS  identified  as  5.  epidermidis 
sensitive  to  vancomycin  and  gentamicin  and  resistant  to 
penicillin  and  oxacillin.  At  surgery  the  prothesis 
appeared  infected  and  was  removed  and  following  op- 
eration antibiotic  therapy  with  vancomycin  and  rifam- 
pin was  initiated.  One  year  after  removal  of  the  pros- 
thesis another  one  was  implanted. 

Discussion 

Along  with  S.  aureus,  CNS  constitute  the  com- 
monest etiologies  of  prosthetic  joint  infection.  Con- 
tamination during  surgery  is  postulated  to  cause  the 
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infection  although  its  manifestations  may  be  delayed 
for  years.  Pain  in  the  joint  is  the  predominant  symptom 
while  fever  and  leukocytosis  are  infrequent.  The  di- 
agnosis is  made  by  culturing  CNS  from  aspiration  of 
the  joint  or  at  surgery.  Organisms  usually  exhibit  multi- 
ple antibiotic  resistance.  Definitive  therapy  almost  in- 
variably requires  removal  of  the  prosthesis  combined 
with  prolonged  antimicrobial  administration.  Prophy- 
lactic antibiotics  at  the  time  of  the  initial  surgery  appear 
to  be  efficacious."^ 

Cerebrospinal  Fluid  Shunt  Infection 

Case  #4 

A one  year  old  male  infant  entered  the  hospital  with  a 
two  month  history  of  increasing  head  circumference 
and  a five  day  history  of  fever.  At  three  months  of  age  a 
ventriculoperitoneal  shunt  was  inserted  because  of  hy- 
drocephalus. The  admitting  temperature  was  100.2°  F, 
the  anterior  fontanelle  was  tense,  swelling  was  noted 
over  the  reservoir  and  erythema  extended  along  the 
tubing  in  the  neck.  The  leukocyte  count  was  19600/cu 
mm  and  cerebrospinal  fluid  aspirated  from  the  shunt 
grew  CNS  speciated  as  S.  epidermidis  sensitive  to  ox- 
acillin and  resistant  to  penicillin  and  gentamicin.  Ther- 
apy with  nafcillin  was  started  and  the  shunt  was  re- 
moved at  surgery  and  replaced  ten  days  later. 

Discussion 

The  most  common  cause  of  cerebrospinal  fluid  shunt 
infection  is  CNS  which  account  for  greater  than  50  per 
cent  of  infections.  The  pathogenesis  involves  inocula- 
tion at  surgery  and  manifestations,  usually  appearing 
within  two  months  of  surgery,  include  fever,  increasing 
hydrocephalus,  altered  mental  status  and  wound  infec- 
tion. Culturing  CNS  from  cerebrospinal  fluid  estab- 
lishes the  diagnosis  and  bacteremia  often  accompanies 
ventriculoatrial  shunt  infections.^  Therapy  frequently 
requires  removal  of  the  foreign  device  and  intensive 
antimicrobial  therapy.  Semisynthetic  penicillinase  re- 
sistant penicillins  are  utilized  for  sensitive  organisms 
while  vancomycin  and  rifampin  are  administered  in  the 
case  of  resistant  organisms.^ 

Urinary  Tract  Infection 

Case  #5 

A 20  year  old  female  presented  in  the  office  with  a 
two  day  history  of  dysuria.  Physical  examination  was 
unremarkable,  urinalysis  revealed  pyuria  and  CNS 
identified  as  S.  saprophyticus  was  recovered  from  cul- 
ture of  the  urine.  The  organism  was  sensitive  to  ampi- 
cillin,  gentamicin  and  trimethoprimsulfamethoxazole. 
The  patient  received  the  latter  antibiotic  and  rapidly 
improved. 

Discussion 

The  two  most  frequently  isolated  species  of  CNS 
causing  urinary  tract  infection  are  S.  saprophyticus  and 
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S.  epidermidis.  The  former  is  identified  by  its  resist- 
ance to  novobiocin  and  is  second  only  to  Escherichia 
coli  as  a cause  of  urinary  tract  infection  in  young 
females.  Staphylococcus  saprophyticus  infections 
often  are  symptomatic  and  either  clear  spontaneously 
or  respond  to  a variety  of  antimicrobial  agents  except 
nalidixic  acid.  In  contrast,  urinary  tract  infections  at- 
tributed to  S.  epidermidis  usually  are  nosocomially  ac- 
quired and  occur  in  older  patients.  The  infection  may  be 
asymptomatic  and  the  organisms  exhibit  multiple  anti- 
biotic resistance.^ 

Infection  Secondary  to  Subclavian  Catheters  in 
Immunocompromised  Hosts 

Case  #6 

A 57  year  old  female  receiving  chemotherapy  for 
unresectable  cancer  of  the  pancreas  was  admitted  to  the 
hospital  with  a five  day  history  of  nausea,  vomiting  and 
abdominal  pain.  A subclavian  catheter  was  inserted  for 
purposes  of  receiving  parenteral  hyperalimentation. 
Eight  days  after  admission  fever  up  to  102.4°  F and 
leukocytosis  of  19700/cu  mm  developed.  The  central 
line  was  withdrawn  and  a culture  of  its  distal  end  as  well 
as  several  blood  cultures  grew  CNS  speciated  as 
S.  epidermidis  sensitive  to  vancomycin  and  gentamicin 
and  resistant  to  penicillin  and  oxacillin.  The  central  line 
was  withdrawn,  vancomycin  was  administered  and  the 
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Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associafed  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiofic-associafed  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 
PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e.g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
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growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
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Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins; 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e.g,,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 
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Diuretics  (potent  “loop  diuretics,"  e.g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
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Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
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sitivity and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Flypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae:  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 
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patient  defervesced,  however  later  during  the  hospi- 
talization the  patient  expired. 

Discussion 

Recent  reports  document  an  increasing  frequency  of 
bacteremia  due  to  CNS  in  immunosuppressed  hosts 
with  subclavian  catheters.  Many  of  the  patients  are 
receiving  parenteral  hyperalimentation.  Clinical  man- 
ifestations include  fever,  hypothermia,  hypotension 
and  altered  sensorium  and  the  subclavian  catheter  en- 
trance site  may  not  reveal  local  inflammation.  The 
diagnosis  should  be  suspected  in  any  septic  appearing 
immunocompromised  patient  with  a subclavian  cathe- 
ter and  is  confirmed  by  positive  blood  and  subclavian 
catheter  tip  cultures.^  Removal  of  the  catheter  is  essen- 
tial for  effective  treatment  and  antibiotic  therapy  is 
advised  to  eradicate  metastatic  foci  of  infection.  Since 
nosocomial  isolates  frequently  display  multiple  anti- 
biotic resistance,  vancomycin  is  indicated  as  initial 
treatment  pending  sensitivity  studies.^ 

Antimicrobial  Susceptibility  and  Treatment 

Recent  clinical  isolates  of  CNS  demonstrate  increas- 
ing antibiotic  resistance  especially  in  nosocomial  infec- 
tions. Penicillin  resistance  is  mediated  by  the  produc- 
tion of  penicillinase  while  the  mechanism  of  resistance 
to  semisynthetic  penicillinase  resistant  penicillins  is 
incompletely  understood.  Thus  far,  all  CNS  remain 
sensitive  to  vancomycin.  Cross  resistance  between 
semisynthetic  penicillinase  resistant  penicillins  and 
cephalosporins  is  nearly  complete.  For  clinical  pur- 
poses, CNS  resistant  to  semisynthetic  penicillinase  re- 
sistant penicillins  should  be  considered  resistant  to 
cephalosporins  despite  results  of  routine  susceptibility 
testing.  Vancomycin  is  the  drug  of  choice  for  these 
isolates  as  well  as  in  the  penicillin  allergic  patient.  The 
addition  of  rifampin,  gentamicin  or  both  may  be  indi- 
cated for  deep  seated  infections  involving  prosthetic 
heart  valves,  prosthetic  joints  and  cerebrospinal  fluid 
shunts. ' 
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“A  Case  of  Malformation”: 
An  Early  Description  of 
Imperforate  Anus,  1853 

Ronald  D.  Greenwood,  M.D. 


In  July  1853,  Dr.  George  Hayward  of  The  Mas- 
sachusetts General  Hospital,  Boston,  recorded  a 
malformation  which  he  felt  was  unique  and  described 
an  operation  for  a child  with  a rectovaginal  fistula  and 
imperforate  anus.* 

Dr.  Hayward  describes  the  infant: 

“About  18  months  since,  I was  desired  to  examine  a 
female  infant,  three  or  four  days  old,  in  consequence  of 
a malformation  about  the  anus.  On  inspection  no  exter- 
nal opening  of  the  bowel  could  be  discovered;  but  in 
separating  the  labia,  it  was  found  that  urethra  and 
vagina  were  perfect,  and  at  two  or  three  lines  behind  the 
vagina,  there  was  a small  orifice,  sufficient  to  admit  the 
large  end  of  a probe,  through  which  the  faeces  were 
discharged.” 

“The  child  did  not  seem  to  suffer  at  all,  and  I heard 
nothing  of  it  for  more  than  a year,  though  I visited 
frequently  the  family  to  which  it  belonged.  A few  days 
after  it  was  weaned,  which  was  in  January  last,  I was 
called  to  visit  it,  and  was  told,  that  since  the  change  in 
its  diet,  it  had  apparently  suffered  very  much  in  its 
efforts  to  discharge  the  contents  of  its  bowels.  These 
efforts  were  violent,  almost  constant  when  the  child 
was  awake,  and  afforded  scarcely  any  relief.  Since  it 
had  ceased  nursing,  it  had  become  emaciated  and  very 
feeble,  and  had  but  little  continuous  or  quiet  sleep.” 

“After  it  was  weaned,  its  diet  consisted  of  milk  and 
barley  flour,  and  the  faeces,  no  doubt  in  consequence  of 
the  change  in  the  food,  had  become  of  much  greater 
consistence.  The  contents  of  the  bowels  were  forced 
out  by  violent  straining  in  small  pieces,  quite  solid 

* Associate  Clinical  Professor  of  Pediatrics,  Chief,  Division  of  Pediatric  Cardiolo- 
gy, University  of  California,  Davis,  4301  X Street,  Sacramento,  CA  95817. 


about  the  size  of  a duck  shot.” 

“On  examining  the  parts,  I found  that  the  outlet  of 
the  bowel  was  but  little,  if  any  larger  than  when  I saw  it 
before,  and  the  large  end  of  a probe  did  not  pass  very 
readily  into  it.  The  moment  however  that  it  was  intro- 
duced, strong  convulsive  efforts  followed,  and  it  was 
evident  that  there  was  a great  accumulation  of  faecal 
matter  in  the  intestine,  lying  in  the  hollow  of  the  sac- 
rum.” 

Dr.  Hayward  felt  that  the  child  was  in  such  distress 
that  an  operative  approach  would  be  worthwhile. 

“As  it  was  apparent  that  the  child  would  not  live  long 
in  this  way,  I suggested  the  expediency  of  attempting  to 
relieve  it  by  an  operation;  though  I confess  that  I was 
not  very  sanguine  as  to  its  success,  nor  did  I give  a very 
favourable  prognosis  to  the  parents  as  to  the  result. 
They  consented  however,  and  on  the  following  day, 
January  26,  I performed  it  in  the  following  way.” 

“The  child,  having  been  rendered  insensible  by  the 
inhalation  of  rectified  sulphuric  ether,  was  laid  on  a 
table.  A director  of  the  smallest  size  was  introduced, 
though  with  difficulty,  about  an  inch  into  the  bowel, 
with  the  groove  towards  the  sacrum.  With  a very  nar- 
row knife  passed  into  the  groove,  I enlarged  the  exter- 
nal opening  of  the  bowel  sufficiently  to  admit  my 
forefinger,  and  continued  the  incision  upwards  nearly 
to  the  end  of  the  director;  I then  found  that  I could  pass 
my  finger  readily  into  the  bowel,  which  appeared  to  be 
of  the  usual  size,  till  within  about  an  inch  of  its  outlet, 
where  it  had  been  contracted  into  a small  canal,  certain- 
ly not  one  fourth  as  large  as  the  bowel  above.” 
continued  on  page  53 
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Jack  Hyman,  M.D.,  President. 
Born  1917;  medical  college, 
Tulane  '41;  1720  Springhill 
Avenue,  Mobile;  Urology. 


Stephen  G.  Lauten,  M.D.,  1st 
District.  Born  1949;  medical 
college,  Baylor  '74;  266  South 
McGregor  Avenue,  Mobile;  In- 
ternal Medicine  (Generalist). 


Julius  Michaelson,  M.D.,  Pres- 
ident-elect. Born  1920;  medical 
college,  LSU  '44;  P.O.  Box  910, 
Foley;  Family  Practice. 


Peter  W.  Morris,  M.D.,  6th  Dis- 
trict. Born  1930;  medical  col- 
lege, Alabama  '56;  909  South 
18th  Street,  Birmingham; 
Hematology-Oncology. 


Ira  B.  Patton,  M.D.,  4th  Dis- 
trict. Born  1923;  medical  col- 
lege, Alabama  '47;  103  North 
4th  Street,  Oneonta;  Family 
Practice,  Occupational  Medi- 
cine. 


Patrick  B.  Jones,  M.D.,  2nd 
District.  Born  1934,  medical 
college,  Alabama  '59;  1914  Fair- 
view  Avenue,  Dothan;  Patholo- 
gy- 
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James  A.  Pittman,  Jr.,  M.D.,  at 
large.  Born  1927;  medical  col- 
lege, Harvard  '52;  Office  of  the 
Dean,  University  of  Alabama 
School  of  Medicine,  Birming- 
ham; Internal  Medicine  (Endo- 
crinology). 


William  C.  Waller,  M.D.,  at 
large.  Born  1927;  medical  col- 
lege, Columbia  '52;  2033  Nor- 
mandie Drive,  Montgomery; 
Urology. 


James  E.  West,  M.D.,  3rd  Dis- 
trict. Born  1939;  medical  col- 
lege, Tennessee  '63;  411  E.  9th 
Street,  Anniston;  Surgery. 
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Some  Reflections  By 
Board  Members 


Perhaps  one  of  the  few  unanimous  and  unqualified 
opinions  of  the  Board  of  Censors  is  that  socialized 
medicine,  properly  defined,  would  be  an  unqualified 
disaster. 

On  many  other  matters,  there  are  shadings  of  opinion 
from  one  end  of  the  spectrum  to  another.  Once  an  issue 
is  decided,  however.  Board  members  support  it  as  if  it 
were  unanimous,  even  if  they  voted  against  it. 

Recently,  Censors  were  invited  to  speak  their  minds 
in  more  general  terms  than  the  time  constraints  of 
monthly  Board  meetings  and  long  agendas  permit. 
They  were  encouraged  to  address  what  concerns  them 
most.  Following  are  excerpts  from  some  of  the  re- 
sponses: 

W.  Earle  Riley,  M.D.,  Chairman,  Fairfield  — 

“The  Medical  Association  must  develop  long-range 
plans  to  help  its  members  cope  with  the  stresses  that 
will  fall  in  geometric  curves  from  every  direction.  In 
my  opinion,  the  greatest  immediate  threat  is  the  mal- 
practice crisis.  The  Association,  in  concert  with  Mutual 
Assurance,  is  trying  to  develop  some  areas  of  relief. 

“The  second  area  that  concerns  me  is  the  mass  of 
threats  from  the  federal  government,  corporate  struc- 
tures, big  business  and  all  the  other  health  care  provid- 
ers. 

“Everybody  is  trying  to  get  a larger  piece  of  the 
action.  The  private  practice  of  medicine,  the  fee-for- 
service  concept,  is  being  attacked  in  areas  that  the 


average  practitioner  does  not  even  recognize.  Physi- 
cians must  become  more  aware  of  those  areas  and 
become  more  involved. 

“The  only  chance  we  have  for  survival  is  in  being 
better  organized  and  developing  more  cohesive 
alliances  in  our  support  for  the  physicians. 

“Either  we  hang  together  now,  as  one  of  the  signers 
of  the  Declaration  of  Independence  said,  or  we  will 
surely  hang  separately.” 

Richard  H.  Esham,  M.D.,  Mobile  — 

“It  is  virtually  assured  that  the  private  practice  of 
medicine  will  never  be  the  same  as  in  its  golden  years  of 
the  60s  and  70s.  As  more  and  more  intrusion  by  govern- 
ment and  big  business  is  seen,  with  more  and  more 
control  exerted  on  the  physician  and  how  he  practices,  I 
fear  that  the  caring  relationship  between  the  physician 
and  patient  will  be  lost. 

“The  whole  process  will  serve  to  dehumanize  medi- 
cine, probably  to  an  extent  never  heretofore  believed. 
We  are  already  seeing  signs  of  that  in  the  loss  of  esteem 
physicians  — as  a group  and  individually  — have  in  the 
public  eye.  Physicians  themselves  are  becoming  con- 
fused and  ambivalent  about  their  self-image  and  precise 
role  in  health  care. 

“Bigness  is  all  around  us;  as  individuals,  we  have  no 
hope  of  influencing  our  destiny.  We  can  no  longer 
afford  to  let  single  issues  divide  us,  for  unless  we  unite 
around  our  common  interests,  private  medicine  soon 
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will  not  resemble  anything  we  are  familiar  with,  and  we 
will  have  no  input  in  shaping  its  future  form. 

“Every  physician  must  stay  informed  and  involved 
himself  in  our  common  cause.  Failing  that,  don’t  com- 
plain about  the  outcome.” 

Garland  C.  Hall,  M.D.,  Moulton  — 

“Many  of  the  problems  and  challenges  affecting 
private  practice  of  medicine  today  are  brought  about  by 
many  practitioners  not  realizing  that  their  prime  re- 
sponsibility is  to  the  second  party,  the  patient.  I think 
we  have  been  duped  over  the  years  by  thinking  our 
main  responsibility  is  to  the  third  party. 

“The  federal  government  has  done  a fairly  good  job 
in  convincing  the  doctor  there  is  no  harm  in  the  third 
party  now  being  Big  Brother-Federal  Government, 
since  many  doctors  have  become  accustomed  to  their 
fee  being  paid  by  the  third-party  insurance  carrier. 

“We  must  never  lose  sight  of  the  fact  that  our  prime 
responsibility  is  to  the  second  party,  the  patient.  I have 
been  in  practice  22  years  and  I have  never  had  a third 
party  come  to  me  for  medical  care. 

“I  think  the  great  strength  of  organized  medicine  lies 
in  the  individual  practitioner.  I have  been  in  solo  prac- 
tice since  the  beginning  and  I think  there  are  many 
assets  to  this.  If  third-party  payors  are  able  to  round  us 
up  into  groups  — HMOs,  IPAs,  PPOs  — it  will  be 
much  easier  to  control  us. 

“It  is  going  to  be  much  tougher  to  round  up  us 
individual,  solo-practicing  mavericks.” 

H.  Hamilton  Hutchinson,  M.D.,  Immediate  Past 
President,  Montgomery  — 

“We  still  need  to  accept  the  fact  that  the  physicians 
were  in  part  responsible  for  the  unacceptable  escalation 
of  health  care  costs  and  the  resulting  restrictive 
changes. 

‘ ‘Thoughtful  utilization  of  the  remarkable  diagnostic 
and  therapeutic  options,  which  we  choose  daily,  can 
help  prevent  further  distasteful  changes. 

“I  think  we  have  to  realize  that  some  of  these 
changes  have  been  appropriate.  For  example,  pre- 
admission certification,  in  my  estimate,  has  unques- 
tionably resulted  in  a reduction  in  hospital  admissions 
without  compromising  quality  of  care  for  Medicare 
patients. 

“We  can  expect  this  to  extend  to  other  health  plans.  I 
feel  sure  that  it  influences,  even  though  subconscious- 
ly, our  decisions  daily  concerning  admissions. 

“The  public  (including  the  Legislature)  believes  that 
doctors  in  general  — MASA,  Mutual  Assurance,  State 
Health  Department,  state  medical  schools  — all  have 
common,  though  not  identical  interests  and  goals.  In 
this  public  opinion,  as  I perceive  it,  we  all  dance  to  the 
same  tune. 

“One  of  the  things  I feel  we  must  recognize  is  that  in 
the  past,  due  to  a shortage  of  physicians,  plus  a zealous 
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effort  to  be  democratic  and  fair,  states  have  permitted 
licensure  to  physicians  who  were  — in  some  respect,  or 
at  some  times  — substandard.  I think  that  in  the  future 
licensing  authorities  can  be  more  selective.” 

Patrick  B.  Jones,  M.D.,  Dothan  — 

“Medicine  is  under  seige  because  of  pressing  eco- 
nomic forces.  The  soldiers  (doctors)  are  behaving 
rather  like  George  Washington’s  continental  Army, 
some  stubbornly  resisting  the  ‘superior  forces,’  others 
breaking  ranks  and  fleeing  into  paramedical  ventures, 
etc. 

“The  greatest  and  desperate  need  among  true  physi- 
cians at  this  time  is  for  a renaissance  of  the  Hippocratic 
spirit,  coupled  with  a vision  of  the  importance  of  soli- 
darity, if  you  will. 

“As  medical  cost  controls  become  implemented, 
there  needs  to  be  an  equilibration  of  reimbursement 
inequities,  which  have  gotten  out  of  hand  in  many 
areas.  I favor  a national  Relative  Value  System  (RVS) 
adjusted  for  geographic  (market  basket)  factors. 

“At  the  same  time  it  is  imperative  that  cost  control 
include  an  accommodation  with  the  litigation  crisis, 
which  adds  enormously  to  the  cost  of  health  care, 
particularly  in  the  area  of  medically  unnecessary 
laboratory  testing  and  imaging  studies. 

“Another  area  that  needs  redress  is  the  contrived 
excess  of  physicians  that  the  federal  funding  system  has 
created  and  now,  perhaps  too  late,  seems  to  be  backing 
away  from.  Foresight,  flexibility  and  a sense  of  humor 
may  be  the  best  assets  for  the  successful  physician,  in 
addition  to  knowledge  and  human  sensitivity. 

“I  feel  that  growing  corporate  control  outweighs 
governmental  intrusion  as  a major  factor  shaping  the 
future  of  medicine.  Nevertheless,  controls  are  on  the 
way,  and  the  options  a physician  has  enjoyed  for  the 
last  20  years  will  soon  be  gone  forever. 

“A  political  tide  is  moving,  and  it  is  difficult  to 
visualize  the  practice  of  medicine  when  this  tide  turns 
out  to  sea.  Looking  back  on  these  turbulent  times  20 
years  hence,  I hope  that  I can  see  that  my  service  on  the 
Board  will  somehow,  in  a small  way,  have  contributed 
to  a better  future  for  medicine.” 

Stephen  G.  Lauten,  M.D.,  Mobile  — 

“The  major  challenges  are  these  — 1.  To  remain 
more  concerned  with  the  quality  of  one’s  practice  than 
with  the  amount  of  financial  gain  derived  therefrom;  2. 
to  keep  the  patient’s  interest  always  at  the  forefront;  3. 
to  disassociate  one’s  self  from  corporate  medicine  as 
much  as  possible;  4.  to  remain  united. 

“Governmental  intrusion  will  attempt  to  constrain 
the  individual  practitioner.  We  are  looking  at  more  and 
more  people  (nurse  practitioners,  nurse  midwives, 
podiatrists,  chiropractors,  pharmacists)  attempting  to 
gain  control  of  hospital  staffs  and  the  medical  insurance 
industry. 


“Government  intrusion  is  partially  a result  of  the 
physician  ‘fat  cats’  in  this  country  — the  Mercedes, 
golf  course,  flamboyant  types,  etc.  — who  have  hurt 
the  image  of  medicine.  Many  of  these  fat  cats  have 
refused  to  contribute  financially  to  organized  medi- 
cine’s political  programs. 

“Many  only  complain  about  how  bad  it  is  going  to 
be.  How  bad  it  already  is! 

“Organized  medicine  is  the  individual  physician’s 
only  hope.  The  specialty  organizations  (A AFP,  ASIM) 
have  formed  a unified  front.  The  AM  A encompasses  all 
of  us  and  should  be  supported  to  avoid  governmental 
and  corporate  control  of  our  day-to-day  practices.’’ 

Ira  B.  Patton,  M.D.,  Oneonta  — 

“The  medical  profession  has  been  kinder  to  its  mem- 
bers than  many  of  us  deserve.  Physicians  should  be 
willing  to  devote  time  and  energy  to  nurture  and  protect 
their  profession.  They  should  keep  in  mind  that  when 
they  conduct  themselves  in  such  a manner  that  they 
demean  themselves,  they  demean  their  profession. 

“We  all  need  the  moral  courage  to  resist  political  and 
economic  pressures  which  we  know  will  eventually  be 
harmful  to  our  patients  and  profession.’’ 

James  A.  Pittman,  Jr.,  M.D.,  Dean,  School  of 
Medicine,  UAB  — 

“The  greatest  threat  to  medicine  and  the  medical 
profession  is  not  from  without  but  from  within  — those 
few  physicians  who  are  excessively  devoted  to  exces- 
sively disproportionate  amounts  of  money  and  who 
pursue  that  through  means  peripheral  to  medicine,  or 
through  means  condemned  by  medicine.  They  will 
attract  adverse  decisions  and  controlling  regulations 
against  medicine  as  a whole.’’ 

W.  Harold  Avant,  M.D.,  Vice  President,  Mobile  — 

“For  the  first  time  since  1 have  been  practicing 


medicine,  I find  a situation  existing  where  it  appears  to 
be  necessary  for  physicians  to  actively  market  their 
services.  Due  to  inroads  by  the  medical  industrial  com- 
plex, there  is  open  competition  between  the  hospital 
and  provider  groups  and  physicians  in  the  private  sec- 
tor. 

“Physician  groups  are  now  competing  with  one 
another  and  beginning  to  market  themselves  commer- 
cially. This  is  a new  experience  for  me,  as  I am  sure  it  is 
for  my  colleagues  who  have  been  in  practice  for  20 
years  or  more. 

“With  each  day  that  passes,  more  patients  are  being 
enrolled  in  HMOs,  PPOs,  IPAs  and  the  like,  and  there 
is  a consequent  gradual  decrease  in  the  number  of 
patients  available  to  the  private  sector. 

‘ ‘There  is  also  underfoot  a move  by  some  hospitals  to 
become  actively  involved  in  providing  medical  care 
and  not  just  facility  services,  as  has  been  the  custom  in 
the  past. 

“A  recent  article  in  AM  News  indicated  that  physi- 
cians in  the  private  sector  must  market  themselves  to 
compete  with  the  medical  industrial  complex  and  hos- 
pital provider  institutions. 

“On  our  recent  (February)  trip  to  Washington,  in 
which  we  conferred  with  our  AMA  lobbyists  and  with 
our  congressman,  it  became  apparent  that  the  govern- 
ment is  backing  off  from  attempts  to  pass  a national 
health  plan,  because  of  the  expectation  that  cost  con- 
tainment will  be  the  inevitable  result  of  physicians  and 
health  care  providers  competing  with  each  other. 

“Ido  not  see  a very  bright  future  for  physicians  who 
elect  to  practice  in  the  private  sector  in  the  next  decade. 
I foresee  the  federal  government  backing  off  from  its 
own  intrusion  into  medical  care,  and  I see  the  en- 
couragement of  more  health  care  delivery  systems  with 
salaried  physicians.’’ 
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The  MASA  Staff 


The  Association  staff  serves  all  physician  members 
but  takes  its  primary  directions  from  the  Board  of 
Censors  and  other  officers. 

The  College  of  Counsellors  and  the  House  of  Dele- 
gates, together  with  the  Board  of  Censors,  make  poli- 
cy. The  staff  implements  policy. 

MASA’s  staff  at  19  South  Jackson  St.,  Montgom- 
ery, is  a small  group  of  professionals  in  their  respective 
fields,  clerically  supported. 

Frequently,  the  Board  asks  staff  members  for  their 
thoughts  in  areas  in  which  they  have  special  expertise, 
but  all  operational  decisions  are  made  by  the  Board. 
The  staff  may  propose;  the  Board  disposes. 

Staff  members  think  of  their  physician  support  role 
as  more  prestigious  than  that  of  any  other  association 
because  they  stand  behind  the  elite  profession  of  medi- 
cine, duly  recognized  as  of  paramount  concern  to  the 
well-being  of  Alabamians  by  one  of  the  first  legislative 
acts  (1823)  after  statehood,  and  in  countless  acts  since 
then. 

Because  of  the  quasi-public  nature  of  some  functions 
of  the  Association,  added  to  the  traditional  confiden- 
tiality of  medicine,  the  staff  has  a unique  sense  of 
mission  and  responsibility  to  the  physicians  they  serve 
and  to  the  public. 
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Executive  Director 

As  Executive  Director,  S.  Lon  Conner  is  the  point 
man  whose  primary  job  is  coordination  and  manage- 
ment of  all  staff  activity  in  implementing  MASA  poli- 
cy. 

To  this  end,  he  is  in  continuous  contact  with  the 
Chairman  of  the  Board  and  the  President  during  the 
period  between  monthly  Board  meetings. 

In  his  eight  years  as  Executive  Director,  Mr.  Conner 
has  honed  prior  management  skills  and  added  to  them 
the  frequent  roles  of  diplomat,  negotiator,  keeper  of  the 
peace  and  troubleshooter,  among  others  required  by  the 
diversity  of  Association  business. 

A native  Montgomerian,  he  received  his  B.S.  De- 
grees from  Auburn  in  1951,  and  his  Master  of  Public 
Administration  degree  in  1974. 

Before  joining  the  Association  in  1976,  he  was  em- 
ployed in  private  business  and,  later,  as  a state  planner 
with  the  Alabama  Development  Office  for  a number  of 
years. 

He  has  served  on  the  Council  of  the  American  Socie- 
ty of  Public  Administrators,  on  a council  of  the  Amer-  t 
ican  Association  of  Medical  Society  Executives,  and  j 
on  a committee  of  the  American  Medical  Association.  I 


He  is  married  and  the  father  of  three  daughters  — a 
teacher,  an  architect  and  a nurse.  He  collects  guns, 
plays  tennis  and  can’t  be  believed  in  his  hunting  and 
fishing  stories. 

Legal 

MASA’s  General  Counsel  is  Wendell  R.  Morgan,  a 
native  of  Mobile,  who  received  his  B.  A.  from  Auburn 
in  1965  and  his  J.D.  from  the  University  of  Alabama 
Law  School  four  years  later. 

He  was  in  solo  practice  in  Montgomery  1969-76,  an 
assistant  attorney  general  for  the  Department  of  Mental 
Health,  1976-80,  joining  MASA  in  1981.  As  an  Army 
officer,  he  received  the  Bronze  Star  for  service,  and  is 
presently  a major  in  the  Army  Reserve. 

He  has  been  a recipient  of  the  American  Jurispru- 
dence Award,  was  a member  of  the  American  Bar 
Association’s  Forum  Committee  on  Health  Law,  and  is 
a member  of  the  National  Health  Lawyers  Association 
and  the  American  Society  for  Law  and  Medicine. 

His  first  major  legal  burden  after  joining  MASA  was 
the  long  and  wearing  case  brought  by  the  Federal  Trade 
Commission  against  the  Association,  which  he  guided 
to  a successful  conclusion  in  April  1984,  when  the  FTC 
withdrew  all  charges. 

Like  other  staff  members,  Mr.  Morgan  wears  several 
hats.  Under  one  of  them,  he  represents  the  Board  of 
Medical  Examiners  in  its  deliberations  and  disciplinary 
functions.  He  is  also  Assistant  Executive  Director  of 
MASA. 

Mr.  Morgan  is  married  and  the  father  of  two  sons  and 
a daughter. 

Governmental  Affairs 

Richard  C.  Whitaker  heads  the  Association’s  lob- 
bying effort  in  the  State  Legislature  and  in  Congress. 

Mr.  Whitaker  joined  the  Association  in  1974,  having 
graduated  from  the  University  of  Alabama  in  1973  with 
a B.S.  in  Finance  & Management.  He  has  also  attended 
Jones  Law  School. 

He  got  his  introduction  into  Alabama  politics  as  a 
reading  clerk  in  the  state  House  of  Representatives.  In 
addition  to  his  legislative  and  governmental  duties,  he 
serves  as  Secretary  Treasurer  of  ALAPAC. 

He  is  a member  of  the  Alabama  Council  of  Associa- 
tion Executives,  the  American  Society  of  Association 
Executives,  and  the  American  Association  of  Medical 
Society  Executives. 

Mr.  Whitaker  also  serves  as  Deputy  Executive 
Director. 

His  legislative  accomplishments  on  Goat  Hill  in 
Montgomery  are  legendary. 

He  is  married  and  the  father  of  three  children. 

Education 

George  D.  Getting  joined  the  Association  in  1977 
after  21  years  service  as  Air  Force  Officer,  principally 


in  educational  and  administrative  posts.  He  grew  up  in 
Riverside,  Illinois,  near  Chicago. 

He  has  been  Assistant  Professor,  Department  of 
Aerospace  Studies,  University  of  Illinois,  where  he 
taught  ROTC  students;  Academic  advisor,  instructor 
and  lecturer  in  educational  evaluation,  USAF 
Academic  Instructor  Course;  and  Director  of  Evalua- 
tion and  Research,  Extension  Course  Institute,  one  of 
the  world’s  largest  correspondence  schools. 

He  received  his  B.S.  degree  from  Lawrence  College 
in  1954,  his  Master  of  Education  degree  from  the  Uni- 
versity of  Illinois  in  1965,  and  his  doctor  of  Education 
(Ed.D)  degree  from  Illinois  in  1969. 

As  Director  of  Education  for  MASA,  Dr.  Getting 
puts  on  statewide  educational  programs  to  improve 
physicians’  medical  skills,  presents  medical  manage- 
ment workshops,  and  coordinates  intra-state  accredit- 
ing functions  for  hospitals  and  local  societies  offering 
CME  programs. 

Dr.  Getting  is  an  accredited  professional  magician, 
holding  membership  in  the  International  Brotherhood 
of  Magicians  and  the  exclusive  Magic  Circle  of  Lon- 
don. 

He  is  married  and  the  father  of  two  sons  and  a 
daughter,  restores  antiques,  and  fiddles  at  gardening, 
the  least  accomplished  of  his  endeavors. 

Public  Relations 

Robert  B.  (Burr)  Ingram  is  the  newest  addition  to  the 
MASA  staff,  heading  the  recently  intensified  public 
relations  effort. 

A native  of  Gadsden,  Mr.  Ingram  attended  Mont- 
gomery public  schools  and  was  graduated  from  Auburn 
with  a degree  in  Journalism  in  1974. 

After  graduation,  he  was  employed  by  Alabama 
magazine  1974-84,  serving  the  last  five  years  as  Editor. 
He  joined  MASA  in  1984. 

He  is  a member  of  the  Public  Relations  Council  of 
Alabama,  a deacon  in  his  church,  past  president  of  the 
Young  Men’s  Business  Club  of  Montgomery,  and  a 
member  of  the  American  Association  of  Medical  Soci- 
ety Executives. 

He  carries  an  illustrious  name  in  Alabama  journal- 
ism, being  the  son  of  a former  newspaperman,  col- 
umnist and  present  editorial  director  of  a Montgomery 
television  station. 

Mr.  Ingram  is  married  — his  wife  teaches  school  — 
and  the  father  of  two  sons,  Rob  and  Lance,  ages  4 and 
1.  He  is  a member  of  Phi  Gamma  Delta  fraternity. 

Executive  Assistant 

It  is  said  that  Emmett  Wyatt,  Executive  Assistant, 
knows  more  physicians  than  anyone  in  Alabama,  and 
the  MASA  staff  believes  it. 

He  has  been  with  the  Association  longer  than  any 
other  employee,  his  service  dating  back  to  1952,  when 
MASA  made  do  with  a two-suite  rented  office  in  down- 
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town  Montgomery. 

A Chilton  County  native,  his  business  school  educa- 
tion has  been  augmented  in  recent  years  by  courses  at 
the  University  of  Alabama  Extension  Center  and  at 
Auburn  University  in  Montgomery,  where  he  recently 
completed  a course  in  data  processing. 

He  has  been  associated  with  the  Montgomery  Little 
Theater  for  16  years  in  capacities  ranging  from  the  box 
office  to  the  Board  of  Directors. 

For  MASA  Mr.  Wyatt  rides  herd  on  all  membership 
records  and  related  matters,  supervises  the  publication 
of  the  Roster  and  Transactions,  handles  insurance 
programs  and  other  exacting  jobs  requiring  attention  to 
minute  detail  with  utmost  accuracy. 

Communications 

William  H.  McDonald  is  a former  newspaper  editor 
with  28  years  service  on  The  St.  Petersburg  Times,  The 


Alabama  Journal,  and  The  Montgomery  Advertiser. 

He  has  been  a correspondent  for  The  New  York 
Times,  Time,  Life  and  Fortune  magazines  and  other 
periodicals.  He  is  a co-author  of  Southern  Schools, 
Progress  & Problems,  published  by  the  Ford  Founda- 
tion, and  is  the  author  of  a recently  commissioned 
book,  Wadsworth  Flats. 

A Montgomery  native,  he  attended  Mississippi  Col- 
lege, the  University  of  Georgia  and  the  University  of 
Texas  under  Navy  V-12  (academic)  and  V-5  (aviation) 
programs,  completing  his  pilot  training  at  Corpus 
Christi  Naval  Air  Station  in  1945.  He  attended  the 
University  of  Alabama  1945-48,  but  quit  law  school  for 
writing,  never  regretting  the  decision. 

Joining  MASA  in  1977,  he  writes  for  and  edits  The 
Alabama  M.D.,  and  assists  Editor  William  L.  Smith, 
M.D. , in  publication  of  Alabama  Medicine.  He  is  mar- 
ried and  the  father  of  a grown  daughter  and  son. 


ENTERO-TEST 


NEW  APPLICATIONS  FOR: 


• Enteric  CoccUhsis  diagnosis  in  A.I.D.S. 
High  Risk  Groups  and  A. I.D.S.  Patients.^ 

• Bilirubin  recovery  and  analysis. ^ 


You've  used  the  Entero-Test  for  years.  . . for  reliable  Giardia  and  Strongyloides 
recovery.^  Now  Entero-Test  is  indicated  for  even  wider  diagnostic  use. 


1.  Whiteside,  M.E.:  Enteric  Coccidiosis 
among  patients  with  the  Acquired 
Immunodeficiency  Syndrome. 

Am.  J.  Trop  Med.  Hyg.  33(6)  1984 


2.  Gourley  G.  et  al:  A Rapid  Method 
for  Collection  and  Analysis  of  Bile 
Pigments  in  Humans 
Gastroenterol,  84(5)  2,  1984 


3.  Rabbani  G.H.  et  al:  Comparison  of 
String-test  and  Stool  Examination  in 
the  Diagnosis  of  Strongyloidiasis  and 
Giardiasis  in  Gastroenteritis  Patients. 
As.  Med.  J.  25:695,  1982 


For  more  information  about  the  Entero-Test  contact: 


HOC  Corporation  *2551  Casey  Avenue* 
corporatIon  (800)  227-8162  or  (415)  961-9332 


Mountain  View  CA.  94043 
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You  know  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment. 
They  deny  they  have  the 
disease  at  all. 


Such  a com 


nplexphysical 
al  problem 


and  emotional  pro 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  tne  treatment  of 
alcoholism  and  dmg abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  familv. 
Our  nation^ly  recognizeu 
treatment  pro^ams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  families 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Birmingham  (205/877-1740) 
or  Mobile  1 205/633-0900) 
anytime,  day  or  night. 


Bi^x)K\v(X)n 

CF:rNnT:RS 

A health  care  service  of 
Amencan  Medical  International 


I 


Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules*^  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Bnel  Summary  Consul!  (he  package  lileralure  for  prescribing 
information 

Indications  and  Usage  Ceclor’  (cefaclor.  Lilly)  is  indicated  m the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Suepiococcus  pneumoniae  (Dipiococcus  pneumoniae).  Haemoph 
ilus  influen/ae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  (he  causative  organism 
to  Cector 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins  and  cephalosporins),  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Tieaiment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  (hat  a toxin  produced  by  ClostnOium  Oifticile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  alter  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  tor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor  * (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  refill  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  if  superinfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
ctinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  aominisiralion  of  Ceclor.  a false-positive  reaction 
(or  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes  Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  6 - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  wetl-controlfed  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  If  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  followino  administration  of  single  500-mg  doses 
Average  levels  were  0 18.  0 20. 0 21 . and  0 16  mcg/ml  at  two. 
three,  lour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  m Chilrtren  ~ Safety  and  effectiveness  of  this  product  (or 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Cector  are  uncommon  and  are  listed  below 
Castromtesiinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitwty  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(er^hema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  alter  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genual  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  valuesjl  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  4o) 

Renal-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

|06l782fl| 


Note  Cector*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  (ever  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 


AMiiional  information  avaiiahie  to 
the  profession  on  reguesi  from 
Eh  Lilly  and  Company 
Indianapolis  Indiana  46E85 
Ell  Lilly  Industries.  Inc 
Carolina  Puerto  Rico  00630 


For  faster  claims  payment, 
count  on  the  card’s  computer, 

and  a terminal  in  your  office  that  connects  you  to  Blue  Cross 
and  Blue  Shield  of  Alabama.  Your  claims  are  processed  faster 
and  more  efficiently  for  a better  cash  flow.  There’s  nothing  to 
sort,  sign  or  mail.  Just  type  your  claims  into  the  terminal. 

Blue  Cross  and  Blue  Shield  computer  claims  service  is 
dependable,  easy,  and  cost  effective.  Find  out  more  about  Blue 
Cross  and  Blue  Shield  daily  computer  claims  service.  In 
Birmingham,  call  988-2588.  Or  write  us  at  Provider  Services, 
Blue  Cross  and  Blue  Shield  of  Alabama,  450  Riverchase 
Parkway  East.  Birming-  ^ ^ ii  am 
ham,  Alabama  35298.  VOUHl  OH  1110  CdlOa 

Blue  Cross 
Blue  Shield 

of  Alabama 


^ 
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ALABAMA 

MEDICINE 

CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


MISSISSIPPI,  POSITIONS  AVAILABLE.  Immediate/full-time 
positions  available  with  well-established,  growing  emergency 
medical  group  staffing  hospital  emergency  departments  on  a 24 
hour  basis  and  clinics  providing  continual  medical  care  in  Central 
and  South  Mississippi.  Prefer  residency-trained  or  experienced 
physicians  with  specialties  in  any  of  the  following  areas:  emergen- 
cy, family  practice,  internal,  and  industrial  or  occupational  medi- 
cine interested  in  a career  commitment.  Attractive  salary  and  ben- 
efit package.  Career  advancement.  MEA,  P.A.  is  a physician 
owned  and  managed  medical  group  committed  to  the  financial 
security  and  personal  development  of  each  physician  member.  For 
Information  Contact:  James  L.  Heflin,  Ph.D.,  1755  Lelia  Drive, 
Suite  100,  Jackson,  Mississippi  39216-4883  or  call  (601)  366- 
6503. 


PRIMARY  CARE  PHYSICIANS 
CONSIDERING  AN  HMO? 

HealthAmerica  Corporation,  the  nation’s  largest  indepen- 
dent operator  of  health  maintenance  organizations,  currently 
operates  prepaid  health  plans  nationwide,  with  a total  mem- 
bership of  more  than  487,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  internists,  family  physicians,  and  pediatri- 
cians in  the  Montgomery  area  and  in  other  desirable  locations 
from  coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional 
lifestyle,  free  from  the  business  aspects  and  economic  pres- 
sures of  office  management.  And  you  can  become  a vital  and 
valued  part  of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 


X-RAY  FOR  SALE  — Excellent  condition  500  M.A.  Generator, 
Kodak  7B  Processor,  Par  Speed  table  bucky.  Sapphire  150  tube, 
chest  wall  bucky;  two  years  old,  must  sell  soon.  Call  or  write  (205) 
875-8975,  416  Ivanhoe  Drive,  Selma,  AL  36701. 


MEDICAL  DIRECTORS/PHYSICIAN  EXECUTIVES 

HealthAmerica  Corporation,  the  nation’s  largest  indepen- 
dent operator  of  health  maintenance  organizations,  currently 
operates  prepaid  health  plans  nationwide,  with  a total  mem- 
bership of  more  than  487,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  medical  directors/physician  executives  in 
the  Montgomery  area  and  in  other  desirable  locations  from 
coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional 
lifestyle,  free  from  the  business  aspects  and  economic  pres- 
sures of  office  management.  And  you  can  become  a vital  and 
valued  part  of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-GYN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D.,  #33  Medical  Park, 
Valley,  Alabama  36864. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


1985  CME  CRUISE/CONFERENCES  ON  SELECTED  MEDI- 
CAL TOPICS  — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-14  days  year-round.  Approved  for  20-24  CME 
Cat.  1 credits  (AM  A/PR  A)  & AAFP  prescribed  credit.  Distin- 
guished professors.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN, 
MEXICAN,  & ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in  compliance  with 
present  IRS  requirements.  Information:  International  Conferences, 
189  Lodge  Ave.,  Huntington  Station,  N.Y.  11746.  (516)  549- 
0869.  

3 Bedroom,  2 Bath,  Brick  country  home.  25  miles  from  Southern 
By-Pass.  Highland  Home  area,  with  acreage.  272-3716. 
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Angina  conies  in 
many  forms... 


So  does 


SORBITRATE 

(BOSORBIDE  DINITRATE) 

Unsurpassed  flexibiUty 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


5 mg  10  mg 
Chewable  Tablets 


5 mg 


10  mg  20  mg  30  mg 

Oral  "Swallow"  Tablets 


40  mg 


40  mg 

Sustained  Action 
“Swallow"  Tablets 


O t9eS  iCI  AMERiCAS  INC 


See  following  page  for  brief  summarii  of  prescribing  information 


SORBITRATE 

(BOSOFBIDE  DINITRATE) 

Ptease  consuK  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbide  dinitrate)  is  indicated  for  the  treatment 
and  prevention  ol  angina  pectoris  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur.  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  expenments  in  the  laboratory  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbde  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbde  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months 
Tolerance  dearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE. 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use 
Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbde  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbde  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkabe  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet 
F^egnancy  Category  C:  Isosorbde  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
estabished 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobn  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOS^E  AND  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  subingual  SORBITRATE  is  2.5  to  5 mg.  for  chewabe  tablets,  5 mg.  for  oral  (swallowed) 
tablets,  5 to  20  mg,  and  for  controlled-release  forms.  40  mg. 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  bood  pressure 

The  initial  dosage  of  subingual  or  chewabe  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Subingual  Tablets  (2.5. 5, 10  mg).  Chewable  Tablets  (5. 10  mg). 
Oral  Tablets  (5, 10. 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg). 


STUART  PHARMACEUTICALS 

Division  of  ICI  Am6ric3S  Inc. 

Wilmington,  DE  19897 


STR-2282 


EMERGENCY  PHYSICIANS 

Immediate  openings  in  19,000  volume  ER  40  miles  from 
Atlanta.  74K  starting,  81K  after  ten  months,  overage  later. 
Experience  desired.  Send  CV  with  references  to: 

Emergency  Medicine 
4995  Dublin  Dr.,  SW 
Atlanta,  GA  30331 
404-264-816 


GENERAL  INTERNIST.  University  of  Alabama  at  Birmingham 
seeks  applications  from  board  qualified  internists  with  interests  in 
clinical  research  and  patient  care.  Assistant  professor  on  a tenure 
earning  track  in  Division  of  General  and  Preventive  Medicine. 
Diversified  general  medicine  program  in  Department  of  Medicine. 
Reply  to  Alwyn  A.  Shugerman,  M.D.,  Department  of  Medicine, 
UAB,  Room  612  MEB,  University  Station,  Birmingham,  Alabama 
35294.  An  Affirmative  Action/Equal  Opportunity  Employer. 


ARCHITECTURE  PROFESSIONAL  SERVICES  AVAILABLE. 
William  R.  Schauer  — Architect  — 3814  5th  Ct  N,  Birmingham, 
AL.  Solar  Energy  Design  — Economics  — Interiors/Dial  205  252 
5151. 
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quality  of  care  remains  to  be  seen.  There  is  a limit  to  the 
level  that  costs  can  be  reduced  without  either  signifi- 
cant fiscal  lost  to  the  provider  or  marked  limitations  on 
the  services  provided.  It  seems  that  government  has 
very  little  concern  about  anything  but  cutting  costs. 

And  yet  corporations  operate  in  the  medical  field  at 
significant  profit.  This  incongruity  leads  one  to  con- 
clude that  the  consumers,  the  patients,  are  not  the 
beneficiaries  of  cost  containment  and  may  well  be  the 
victims  of  cost  manipulation. 

Our  Association  is  dedicated  to  supporting  its  mem- 
bers in  any  way  that  will  help  you  cope  with  the  changes 
in  the  system.  Communication  is  extremely  important. 
We  cannot  be  helpful  if  you  will  not  read  what  we  send 
you. 

This  has  been  an  exciting  year  for  me  as  your  Presi- 
dent. I thank  you  again  for  the  honor  and  the  privilege 
of  serving  in  that  capacity. 

My  successor  in  office.  Dr.  Julius  Michaelson  of 
Foley,  is  an  able  and  energetic  leader  who  won  his 
spurs  as  an  early  prime  mover  in  the  American 
Academy  of  Family  Practice.  I stand  ready  to  assist  him 
in  any  way  I can,  as  he  and  so  many  others  have  assisted 
me  these  past  12  months. 

Thanks  for  the  memories. 
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MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 


•Discounts  on  IBM  and  Texas  Instruments  Hardware 


^Discounts  on  Software  *Now  Available  on  New  IBM  PC/AT 


MPM  1000  the  complete  system  includes: 

•Hardware  (IBM  or  Texas  Instruments) 

•Software 

•Training 

•After  Sale  Support 
•Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


•Patient  Profiles 
•Accounts  Receivable/Billing 
•Insurance  Processing/Tracking 
•Collection  System 
•Recall  Notices 

•Full  line  of  Management  Reports 
•And  much  more  . . . 


•Word  Processing 
•General  Ledger 
•Accounts  Payable 
•Payroll 

•Inventory  Control 
•Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205  945  1840 

or 


Curtis  1000  Information  Systems  at 
800  241-4780  in  Ga  404  491-1000 


YES! 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Name 


Address 


City 


State 


Zip 


Office  Phone 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


AUXILIARY 


A Look  to  the  Future 


Mrs.  Richard  Shepard 
A-MASA  President 


As  Dr.  James  Pittman  showed  in  a recent  issue  of  this 
magazine,  crystal  ball  gazing  has  been  notoriously  un- 
reliable. Almost  the  only  winners  in  the  prediction 
business  are  those  who  have  managed  to  make  their 
forecasts  sufficiently  ambiguous,  like  the  Delphic  Ora- 
cle of  old.  When  consulted  by  King  Midas  of  Lydia  on 
whether  or  not  to  attack  the  newly  forming  Persian 
Empire,  the  oracle  told  him  that  if  he  crossed  the  Hayles 
River  he  would  destroy  a great  kingdom.  It  neglected  to 
mention  that  the  kingdom  would  be  his  own. 

Yet  those  of  us  working  for  the  Alabama  Medical 
Auxiliary  cannot  help  but  wonder  about  the  organiza- 
tion’s future.  Birmingham,  Alabama  is  not  on  John 
Naisbitt’s  list  of  trend-setting  areas,  (1)  but  from  here  it 
seems  likely  the  Auxiliary  will  not  continue  as  it  has 
been.  (That’s  almost  as  safe  as  the  Delphic  Oracle  — 
what  will  continues  “as  it  has  been’  ’ ?)  But  the  direction 
of  change  seems  also  evident.  It  takes  no  special  clair- 
voyance to  see  that  the  American  family  and  the  role  of 
women  have  changed  considerably  in  the  past  twenty- 
five  years,  and  that  these  changes  will  continue.  Since 
the  financial  rewards  of  medicine  seem  likely  to  dimin- 
ish and  since  the  two-career  family  will  be  increasingly 
the  norm  — and  since  capable  and  intelligent  physi- 
cians will  probably  continue  to  choose  spouses  capable 
and  intelligent  enough  to  have  their  own  careers  — it 
seems  obvious  that  eventually  a majority  of  physicians’ 
spouses  will  have  such  careers,  or  at  least  some  sort  of 
full  or  part-time  employment.  It  is  devoutly  to  be  hoped 
that  the  mothers  of  young  children  will  at  least  have  the 
option  of  staying  at  home  with  them,  since  a good  bit  of 
evidence  seems  to  be  accumulating  on  the  value  of  this 
relationship.  But  the  burden  of  volunteer  efforts  cannot 


fall  on  the  shoulders  of  such  women  alone. 

It  also  seems  clear  that  the  need  for  the  services  the 
Auxiliary  has  performed  will  continue  for  at  least  the 
next  five  years  (as  far  ahead  as  we  would  try  to  plan). 
These  may  be  summarized  to  include  awareness  pro- 
grams on  community  health  needs,  fund-raising  and 
direct  volunteering  to  meet  such  needs,  fund-raising  for 
medical  education,  and  working  with  our  medical 
societies  to  understand,  meet  and  if  possible  to  modify 
the  challenges  posed  by  the  continuing  spate  of  medi- 
cal-related legislation.  It  seems  evident  that  everyone 
sharing  in  the  benefits  of  the  practice  of  medicine 
should  be  willing  to  take  some  small  share  of  the  burden 
of  its  chief  support  group,  whether  in  the  passive  role  of 
paying  dues  or  through  more  active  service.  Perhaps 
eventually  the  name  may  change.  Perhaps  it  is  not 
reasonable  to  expect  the  spouses  of  the  increasingly 
large  number  of  women  physicians  to  join  an  “Auxili- 
ary’ ’ which  still  has  the  connotation  of  a ladies  group  of 
dubious  efficiency  which  it  is  acceptable  to  patronize 
(although  some  male  spouses  have  in  fact  joined). 

Physicians  and  their  spouses  are  a resourceful  group 
and  will  no  doubt  adapt  to  whatever  the  future  has  in 
store.  I will  relinquish  my  Auxiliary  position  this 
month,  and  I look  forward  to  having  more  time  for  my 
own  part-time  teaching  and  full-time  homemaking 
“careers.”  But  I will  continue  to  support  our  new 
Auxiliary  leaders.  It  is  my  hope  that  all  physicians’ 
spouses  will  do  the  same. 
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continued  from  page  4 

pensed.  Dr.  Hyman  quickly  branded  it  an  abominable 
insult.  He  saw  the  move  to  impose  quotas  on  hospital 
admissions  for  what  it  was  and  is  — rationing  of  health 
care.  The  Participating/non-Participating  choice  was 
not  a free  choice  of  acceptable  options  at  all,  Dr. 
Hyman  said  without  hesitation. 

And  so  on  throughout  a tumultuous  and  troubling 
year.  His  judgments  were  always  carefully  reasoned 
but  quickly  rendered,  never  cloaked  in  the  double-talk 
and  bafflegab  of  the  politician. 

The  wisest  of  America’s  commentators  in  this  cen- 
tury may  have  been  Walter  Lippmann.  Mr.  Lippmann 
once  defined  national  leaders  in  a way  that  I think  fits 
professional  leaders  just  as  snugly.  The  word  I have 
changed  in  the  following,  substituting  [profession]  for 
it  in  brackets,  is  nation.  Mr.  Lippm.ann: 

“Leaders  are  the  custodians  of  a [profession’s] 
ideals,  of  the  beliefs  it  cherishes,  of  its  permanent 
hopes,  of  the  faith  which  makes  a [profession]  out  of  a 
mere  aggregation  of  individuals.’’ 

I know  you  will  share  my  assessment  of  Dr.  Hy- 
man’s presidency  as  the  service  of  a worthy  custodian 
of  the  profession’s  beliefs  and  ideals,  its  faith  and  its 
permanent  hopes.  You  may  not  always  have  agreed 
with  him;  he  didn’t  expect  that  of  you.  But  you  could 
never  have  doubted  that  he  spoke,  always,  from  the 
heart  of  his  professional  faith  and  ideals,  never  with 
either  rancor  on  the  one  hand  or  the  desire  to  please  on 
the  other.  He  has  been  a true  leader. 

I believe  you  will  find  the  same  rare  blend  of  reflec- 
tion and  daring  in  his  successor.  Dr.  Julius  Michaelson 
of  Foley,  whose  profile  by  Bill  McDonald  will  be  found 
on  page  10.  Reading  it,  I found  another  quality  of 
leadership  to  add  to  those  above.  And  that  is  optimism; 
Doctors  Hyman  and  Michaelson,  as  well  as  all  other 
effective  medical  leaders,  seem  always  to  be  able  to 
find  the  silver  lining. 

Dr.  Michaelson  is  a happy  warrior  who  is  sick  and 
tired  of  the  profession’s  blues  singers.  Alabama  physi- 
cians are  fortunate  to  have,  back-to-back,  two  South 
Alabama  physicians  whose  philosophies  seemed  to 
have  been  weathered  by  their  exposed  lives  there  by  the 
continental  shelf. 

No  storm  lasts  forever,  they  tell  us;  the  world  is 
always,  somehow,  more  beautiful  afterward. 


Greenwood,  M.D. 

continued  from  page  32 

“I  did  not  consider  it  necessary  to  carry  the  incision 
any  farther;  nor  did  I deem  it  safe;  partly  from  the  fear 
of  hemorrhage,  and  in  part  from  an  apprehension,  that 
if  I did  so  I should  destroy  the  retentive  power  of  the 
bowel,  as  sometimes  happens  from  an  operation  for 
fistula  in  ano,  where  it  has  been  found  necessary  to 
divide  the  parts  high  up.’’ 

“Lint  was  applied  to  the  edges  of  the  wound,  and  a 
cloth  wet  in  cold  water  laid  over  it.  There  was  no 
bleeding,  except  a slight  one  at  the  time;  the  child  was 
evidently  relieved,  though  the  faecal  matter  was  not 
discharged  till  castor  oil  was  administered  on  the  fol- 
lowing day.’’ 

“In  two  days  after  the  operation  I introduced  a mod- 
erate-sized rectum  bougie,  of  a diameter  as  large  as  that 
of  the  bowel,  and  this  has  been  done  daily  to  the  present 
time.  In  a very  few  days  the  wound  healed,  and  the 
child  has  apparently  suffered  no  inconvenience  since.  It 
has  regular  evacuations  of  a proper  consistence  without 
the  use  of  medicine.  It  has  the  entire  control  of  the 
bowel  and  has  regained  its  health.  It  is  now  as  vigorous 
and  active  as  female  children  of  that  age  usually  are.” 

“I  examined  the  parts  very  recently,  four  months 
after  the  operation.  The  anus  can  now  be  seen  without 
separating  the  labia;  but  the  perinoeum  is  covered  with 
the  same  delicate  mucous  membrane  that  lines  the 
vagina.  Whether  this  will  ever  be  productive  of  incon- 
venience, it  is  not  perhaps  easy  to  say;  it  is  probable  that 
this  membrane  may  lose  some  of  its  sensibility,  but 
there  is  no  reason  to  suppose,  that  it  will  acquire  the 
properties  of  the  ordinary  covering  of  the  body.” 

‘ ‘This  case  must  be  regarded  as  a favourable  one  of 
malformation  of  this  kind.  In  some  that  have  been 
described,  the  opening  into  the  vagina  was  as  large  as 
the  diameter  of  the  bowel,  and  there  was  no  sphincter; 
while  here  the  lower  part  of  the  rectum  was  contracted 
into  a very  narrow  canal,  furnished  with  muscular  pow- 
er sufficient  to  prevent  the  involuntary  discharge  of  the 
faeces.  Where  there  is  no  provision  of  this  kind,  the 
malformation  must  of  course  be  one  of  the  most  dis- 
gusting character.” 

This  report  from  more  than  1 30  years  ago  is  of  some 
interest  for  it  clearly  describes  a surgical  procedure  for 
a congenital  malformation  which  today  is  routinely 
approached  surgically  but  at  that  time  such  an  operation 
was  certainly  a courageous  undertaking. 

Reference 

I Hayward,  G.  History  of  a Case  of  Malformation,  Successfully  Treated  by  an 
Operation  Va.  Med.  Surg.  J.  1:268-70.  1853.  [T] 
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restful  sleep.  Objective  sleep  laboratory  data  have 
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may  exist  for  several  days  following  discontinuation 
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recommended  for  use  in  persons  under  15  years  of 
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have  not  teen  reported  on  recommended  doses, 
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tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 
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occurred.  particuTarty  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  teen  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness.  taTkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  teen  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia. sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitier  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  lor  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage,  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supptled:  Capsules  containing  15  n>g  or  30  mg 
flurazepam  HCI 
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‘The  Paradox  of  Value’ 


A major  problem  of  any  public  discussion  of  health 
care  cost  is  general  ignorance  of  the  complexities  of  the 
subject:  the  varied  factors  of  a rapidly  expanding  tech- 
nology, a national  population  that  is  living  longer  and 
growing  older,  and  so  on. 

Taking  their  cue  from  political  leaders,  who  should 
know  better,  most  people  content  themselves  with 
saying  that  American  health  care,  while  the  best  in  the 
world,  “costs  too  much.’’ 

Costs  too  much  compared  to  what?  They  don’t 
know,  or  really  care.  The  marginally  informed  know 
that  health  care  costs  have,  over  time,  outstripped  other 
items  in  the  CPI  but  even  they  don’t  want  to  be  told  any 
of  the  reasons. 

I have  thought  about  this  for  some  time,  reaching  the 
same  conclusion  as  others.  Trying  to  explain  the 
socioeconomics  of  medicine  is  extremely  difficult  be- 
cause American  people  have  a fondness  for  simplistic 
explanations,  answers  and  solutions.  This  predilection 
has  been  artfully  nurtured  by  politicians  whose  stock- 
in-trade  is  nutshell  prescriptions  for  complex  problems. 
Ideas  that  can  be  presented  in  a nutshell,  somebody 
said,  belong  there. 

At  the  heart  of  it  may  be  America’s  relatively  new 
materialistic  system  of  values,  one  born  of  and  culti- 


vated by  an  economy  that  has  been  propelled  for  many 
years  by  consumer  goods.  The  average  American  can 
come  to  grips  with  the  reasons  that  a typical  builder 
home  today  costs  perhaps  five  times  what  it  did  25 
years  ago.  And  he  will  grudgingly  concede  that  the 
similar  inflation  of  automobile  prices  has  rational  ex- 
planations. He  doesn’t  like  it  but  he  accepts  it. 

His  circuits  overload,  however,  and  he  blows  his 
fuses  when  the  similar  processes  of  health  care  costs  are 
addressed.  He  doesn’t  want  to  hear  about  it.  Part  of  that 
is  the  embedded  notion,  the  result  of  third-party  pay- 
ment for  several  decades,  that  health  care  is  somehow  a 
right  of  citizenship  and  ought  to  be  paid  for  by  some- 
body else.  Few  Americans  have  really  come  to  terms 
with  the  reality  of  health  care  payment  — that  the 
government  is  us,  that  the  third  party  is  us,  that  some- 
body else  is  us. 

But  there  is  an  undergirding  incomprehension  about 
the  value  of  intangibles.  Why  should  a sector  that  does 
not  deal  in  material  goods  cost  as  much  as  it  does? 
Somewhere  in  all  this  is  the  classic  problem  of  value, 
first  introduced  in  an  orderly  way  by  Adam  Smith  two 
centuries  ago  and  still  being  debated. 

Smith  (1723-90),  Scottish  philosopher  and  econo- 
mist, completely  transformed  the  subject  of  political 
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economy  with  his  Wealth  of  Nations  classic  in  the  year 
of  our  birth,  1776.  In  that  he  introduced  many  of  the 
thoughts,  problems  and  concepts  which  have  remained 
at  the  heart  of  most  economic  controversies  into  our 
own  time. 

Smith  hypothecated  the  radical,  for  then,  idea  that 
there  are  essentially  two  kinds  of  value  in  a market- 
place, “value  in  use”  and  “value  in  exchange.”  But 
the  concept  of  value  itself  is  troublesome,  being  a 
concept  more  fundamental  than  price.  Smith  applied 
the  idea  of  value  to  all  things  thought  to  be  worthy  of 
pursuit  on  moral,  esthetic  or  religious  grounds. 

Smith  posed  the  concept  of  value  in  his  two  con- 
structs by  using  diamonds  as  an  example  of  high  ex- 
change value  and  water  as  an  example  of  high  use 
value.  Diamonds  have  high  exchange  value  because 
they  are  esteemed  for  their  beauty  and  durability,  etc., 
but  little  or  no  use  value  (excluding,  for  purposes  of  this 
discussion,  industrial  diamonds). 

Water,  on  the  other  hand,  is  essential  to  all  life  and 
therefore  has  very  high  use  value,  but  little  or  no  ex- 
change value.  Even  where  it  is  scarce,  water  is  relative- 
ly cheap. 

Adam  Smith  called  this  market  ambiguity  “the  para- 
dox of  value.”  And  it  exists  throughout  our  society 
today  as  it  did  then.  What  causes  all  kinds  of  problems 
for  people,  then  as  now,  is  when  something  of  high  use 
value  but  low  exchange  value  increases  in  price. 

We  all  resented  it  when  cities  tried  to  move  the  cost 
of  municipal  water  up  somewhere  closer  to  the  true  cost 
of  its  collection  and  delivery  to  our  homes.  We  valued  it 
highly  but  regarded  it  as  somehow  an  entitlement  and 
resented  having  to  pay  anything  close  to  a rational  price 
for  it.  In  many  cities  water  is  still  sold,  for  political 
reasons,  far  below  actual  cost. 

The  same  paradox  of  value  occurs  in  health  care. 
Most  Americans  regard,  or  should  regard,  their  health 
as  the  most  valued  of  their  possessions.  It  has  high  use 
value.  But  these  same  Americans  resent  having  to  pay  a 
rational  price  for  it  because  to  them  its  materialistic 
value,  or  exchange  value,  is  low. 

Unlike  property,  which  appreciates  in  value  and  can 
often  be  liquidated  at  a gain,  the  dollar  value  of  health  is 
only  evident  when  it  is  lost.  When  it  is  restored,  its 
value  is  somehow  hard  to  grasp  as  an  economic  capital 
gain  in  dollars,  although  of  course  it  is  that  too. 

As  the  American  good  life  has  expanded  in  goods 
and  services  that  earlier  generations  could  not  have 
even  imagined,  the  old  value  system,  that  attached  a 
higher  worth  to  family,  friends  and  personal  health  than 
to  possessions,  has  been  eclipsed.  The  profusion  of 
material  objects,  gadgets  and  myriad  possessions  of  a 
long  sustained  national  prosperity  has  eroded  the  value 
we  once  attached  to  the  basics  of  life. 

As  this  happened,  the  paradox  of  values  has  wid- 
ened, I believe.  We  tend  to  think  of  value  nowadays 
more  and  more  in  terms  of  exchange  price  than  of 


intrinsic  worth.  Objects  have  replaced  essences,  a phi- 
losopher might  say. 

I have  no  idea  what  my  ruminations  point  to,  but  I do 
believe  that  a major  part  of  medicine’s  problem  in 
explaining  dollar  costs  is  the  radically  debased  value 
system  of  Americans,  who  tend  nowadays  to  place  a 
distorted  emphasis  on  material  possessions,  luxuries, 
to  the  prejudice  of  essentials.  It  is  because  of  this,  I 
believe,  that  people  can  accept,  however  grudgingly,  a 
$15,000  price  tag  on  a new  automobile  but  blow  their 
minds  over  a hospital  room  charge  or  the  cost  of  a 
physical  examination  at  their  doctor’s  office. 

I am  not  at  all  persuaded  that  this  double-standard 
could  be  effectively  addressed  in  a PR  campaign, 
although  that  is  one  of  the  subjects  both  MAS  A and  the 
AM  A have  been  discussing.  First  of  all,  Americans  are 
impatient  with,  even  hostile  to,  anything  bordering  on 
the  philosophical,  and  certainly  if  it  suggests  that  their 
sense  of  values  is  askew. 

I would  appreciate  any  thoughts  you  might  have  on 
this  subject  — any  way  that  a rational  campaign  could 
be  mounted  that  would  not  immediately  antagonize 
public  smugness  and  thus  be  self-defeating. 

y 


PROFESSIONAL  MEDICAL 
COMPUTER  SYSTEMS  FROM  SALCRIS 

Pl^MED 

CUSTOM  ENGINEERED 
HARDWARE 

USER-DESIGNED 

SOFTWARE 

ELECTRONIC-DIRECT 
INSURANCE  CLAIMS 

CONTINUING  MAINTENANCE 
AND  SUPPORT 

SINGLE/MULTI-STATION 

SYSTEMS 

FREE 

SOFTWARE  UPDATES 

SALCRIS  CORPORATION 
#1  Office  Park  Circle  Suite  200 
Birmingham,  Alabama  35223 
205  871-4200 


6 / Alabama  Medicine,  The  Journal  of  MASA 


PRESIDENT’S 

PAGE 


Julius  Michaelson,  M.D. 
President,  MASA 


We  Can  Do  It 


I begin  my  presidency  of  the  Association  with  mixed 
emotions.  I deeply  appreciate  the  high  honor  bestowed 
on  me.  At  the  same  time,  I am  humbled  by  the  un- 
precedented challenges  and  dangers  facing  all  of  us  in 
private  practice;  and  humbled  also  by  the  sterling  per- 
formance of  my  predecessor.  Immediate  Past  President 
Jack  Hyman,  and  all  those  who  went  before. 

In  all,  well  over  a century  of  presidents  have  pre- 
ceded me.  When  I think  of  the  crises  they  faced,  and 
how  they  courageously  pointed  the  way  through  the 
rocks  and  shoals  of  every  kind  of  natural  and  man-made 
disaster,  from  dread  pestilence  to  vicious  politics,  that 
century  weighs  heavily  of  my  shoulders.  I hope  I can 
measure  up  to  their  example. 

The  twin  marauders  of  federal  medicine  and  the 
medical  industrial  complex  are  already  inside  the  tem- 
ple of  medicine.  Do  we  simply  nail  up  the  sign  that 
hung  over  Dante’s  Inferno,  “All  hope  abandon,  ye  who 
enter  here”?  Or  do  we  meet  these  intrusions  head-on, 
as  we  would  an  invasion  of  the  body,  and  try  to  save  the 
patient,  American  medicine? 

1 believe  there  is  no  rational  alternative  to  the  second 
course.  Call  me  a starry-eyed  visionary  if  you  will,  but  1 
believe  that,  though  the  path  ahead  is  tong  and  treacher- 
ous, we  can  work  with  the  American  businessman  to 
turn  out  a better  product  and  prevent  the  federal  take- 
over of  medicine. 


And  we  can  do  this  within  the  traditional  American 
framework  of  striving  for  excellence  in  a competitive 
market;  the  kind  of  framework  that  has,  throughout  our 
national  history,  awarded  success  to  those  who  forged  a 
high-quality  product  at  a reasonable  price. 

For  years,  you  and  I have  been  betting  our  very  lives 
on  the  quality  products  of  American  industry. 

We  do  that  every  time  we  get  on  the  interstate  in  our 
cars:  we  feel  reasonably  certain  that  the  wheels  won’t 
fall  off,  the  engine  explode  in  our  faces,  or  the  tires 
suddenly  shred  themselves  into  rubber  bands.  We  do  it 
every  time  we  get  on  a commercial  airplane. 

All  Americans  have  come  to  trust  the  know-how  and 
can-do  spirit  of  American  industry.  Do  we  really  sup- 
pose that  all  those  billions  in  private  enterprise  capital 
now  being  shifted  into  the  health  care  industry  are  being 
invested  with  the  intent  to  hustle  an  inferior  product  on 
the  most  demanding  public  in  the  world? 

Do  we  really  believe  that  some  of  the  top  names  in 
American  industry  are  intent  on  destroying  their  reputa- 
tions, blowing  their  stockholders’  equity  and  forfeiting 
public  confidence  by  trying  to  foist  a slipshod,  jerry- 
built  product  on  people  who  have  forced  into  oblivion 
countless  manufacturers  of  the  past  who  tried  that? 

Let  me  make  my  position  clear  at  the  outset.  I don’t 
like  this  any  better  than  you.  1 believe  that  the  American 
system  of  health  care  came  to  be  the  best  in  the  world 


May  1985  /7 


through  the  private  enterprise,  direction,  governance 
and  quality  control  of  the  American  physician.  But  the 
marketplace  revolution  of  the  past  couple  of  years  has 
vested  much  of  the  management  power  in  the  American 
corporation. 

That  is  the  situation;  that  is  the  problem  to  which  we 
can  accommodate,  or  perish  as  a profession.  I say  we 
can  take  this  entirely  new  set  of  rules  and  emerge,  far 
down  the  road  perhaps,  as  the  key  element  in  the 
conversion  of  the  American  health  care  industry  into  a 
for-profit  corporate  enterprise  of  astonishing  perfec- 
tion. 

The  corporations  and  conglomerates  must  have  the 
essential  services  that  only  physicians  can  provide. 
Only  we  can  provide  the  vital  doctor-patient  rela- 
tionship and  the  continuity  of  care  they  must  have  to 
survive  in  a competitive  market.  The  consumer,  the 
American  patient,  may  be  expected  to  become  in- 
creasingly critical  and  demanding,  because  this  thing 
cuts  both  ways.  In  the  conversion  of  the  American 
health  care  from  what  had  been,  in  the  lifetimes  of 
many  of  us,  largely  a not-for-profit  or  quasi-eleemosy- 
nary institution  to  one  fueled  by  the  profit  motive, 
public  expectations  will  change  also. 

The  public  will  no  longer  accept  whatever  is  offered 
without  comparing  and  demanding  the  same  high  stan- 
dards as  that  same  public  does  of  General  Motors,  Ford 
or  any  of  hundreds  of  other  successful  producers  of 
consumer  goods  and  services.  Any  new  owner  of  a 
string  of  hospitals,  for  example,  who  supposes  he  can 
simply  sit  back  and  wait  for  the  public  to  make  him  rich 
without  half  trying  is  in  for  a rude  awakening. 

There  will  be  a market  shake-out  in  health  care 
ownership  just  as  there  has  been  in  everything  Amer- 
icans buy.  I need  scarcely  tell  you  how  many  com- 
panies rushed  into  the  home  computer  market  with 
visions  of  great  wealth,  only  to  go  belly  up.  Not  even 
the  mighty  Texas  Instruments  could  survive  with  its 
product  because  it  did  not  give  the  public  what  it 
wanted  at  a competitive  price.  The  same  happened  to 
Atari  and  literally  scores  of  others.  Even  the  big  blue 
itself,  IBM,  has  just  announced  the  abysmal  market 
failure  of  one  of  the  most  highly  advertised  products  in 
American  history,  PCjr.  The  public  rejected  it,  as  the 
American  public  is  famous  for  doing. 

Early  in  this  century  there  were  more  than  1,000 
automobile  manufacturers.  Look  how  many  survived 
that  market  shake-out.  The  American  people  are  de- 
manding, and  they  can  be  ruthless,  even  to  the  biggest 
of  American  industries.  Ask  Ford  about  Edsel,  surely 
one  of  the  most  expensive  misjudgements  in  American 
industrial  history.  Every  major  company  has  a closet- 
full  of  public  rejections  it  would  rather  forget. 

That  is  going  to  happen  in  the  medical  industrial 
complex.  Many  of  the  high-rollers  now  flashing  across 
the  skies  will  pass  into  oblivion  because  they  forgot  the 


consumer,  or  tried  to  con  him  into  buying  less  than  the 
best. 

Health  care  corporations  can  buy  all  the  structural 
steel  they  will  need  from  scores  of  companies  in  this 
country  and  abroad.  They  can  get  all  the  business 
machines  they  will  need  from  dozens  of  sources  all  over 
the  planet.  But  they  cannot  succeed  without  the  essen- 
tial services  of  the  best  trained,  most  competent  and 
most  critical  end-product  deliverer  in  the  world,  the 
American  physician.  They  can  assemble  all  the  high- 
tech  health  care  systems  they  like  but  only  the  Amer- 
ican physician  can  produce  that  technically  superb  and 
humanly  irreplaceable  continuity  of  care  the  American 
public  is  going  to  demand  more  than  ever  now. 

The  way  ahead  is  long  and  hard,  demanding  our 
constant  vigilance  and  the  best  that  is  in  us.  But  by 
persistence  and  professional  confidence  we  can  pre- 
vail, because  we  must  prevail.  The  biggest  corporations 
in  the  world  cannot  own  patients  or  own  doctors,  cer- 
tainly not  for  very  long.  We  did  very  well  without  them 
for  200  years;  but  they  cannot  long  survive  without  us. 

I believe  the  two  greatest  exponents  of  private  enter- 
prise, the  American  businessman  and  the  American 
physician,  can  carve  out  a shared  destiny  that  will  make 
both  proud. 

Everything  is  different  now,  of  course;  it  is  not  going 
to  be  a campaign  for  the  faint-hearted.  We  will  be 
fighting  every  inch  of  the  way  for  our  patients  and  our 
profession.  But  I believe  we  can  win  ultimate  victory 
and,  in  the  process,  close  the  door  to  federal  take-over. 

If  I didn’t  believe  that  I would  not  have  accepted  this 
post. 

Let’s  get  to  work. 
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Brief  Summary  of  Prescribing  information 

NORLESTRiN'  (norelhindrone  acetate  and  ethinyl  estradiol  tablets.  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing  please  see  full  prescribing  information  A Brief  Summary  follows 

DESCRIPTION 

Norlestrin  Products  are  pri\)eslogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlestrin  Products  are  indicated  for  the  prevention  of  pregnancy  m women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 

r:  clinical  Inals  with  Norlestrin  1/50  involving  25.983  therapy  cycles,  there  was  a preg- 
nancy rate  of  0 05  per  100  woman-years,  m clinical  trials  with  Norlestrin  2 5/50  involving 
96.388  cycles,  there  was  a pregnancy  rate  of  0 22  per  100  woman-years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  m oral  contraceptives  and  the 
'isk  of  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
mir-mize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  that  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pr^  inancy  rate  and  patient  acceptance 
CONTRAINDICATIONS 

1  T hrombophlebitis  or  thromboembolic  disorders 

2.  A past  history  of  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6 Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  of  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma, gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
tives  should  be  familiar  with  the  following  information  relating  to  these  risks 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  of  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nonfatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9 5 times  greater 
Myocardial  Infarction:  An  increased  risk  of  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  of  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  contraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  important  factor 

Risk  of  Dose:  In  an  analysis  of  data  British  investigators  concluded  that  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
m oral  contraceptives,  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  for  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospective  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  of  diseases  of  the  cir- 
culatory system  is  concentrated  in  older  women,  m those  with  a long  duration  of  use.  and  m 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth,  with  the 
exception  of  oral  contraceptives  m women  over  40  who  smoke 
The  risk  of  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and.  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  of  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  manifestations  of  thromboem- 
bolic and  thrombotic  disorders.  Should  any  occur  or  be  suspected,  the  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  of  postsurgery  thromboembolic  complications  has 
been  reported  in  users.  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a type  associated  with  an  increased  risk  of  thromboembolism  or 
prolonged  immobilization 

2 Ocular  Lesions  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  the  use  of  oral  contraceptives  Discontinue  the  oral  contraceptive  if 
there  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  of  vision,  onset  of  propto- 
sis  or  diplopia,  papilledema,  or  retinal  vascular  lesions 

3 Carcinoma.  Long-term  continuous  administration  of  estrogen  in  certain  animal  species 
increases  the  frequency  of  carcinoma  of  the  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  with  the  prolonged 
use  of  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
IS  no  evidence  suggesting  increased  risk  of  endometrial  cancer  in  users  of  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives. however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  ts  no  confirmed  evidence  of  an  increased  risk  of  cancer  associated  with  oral  contra- 
ceptives Close  clinical  surveillance  of  users  is,  nevertheless,  essential  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  with  a strong  family  history  of  breast  cancer 
or  who  have  breast  nodules,  fibrocystic  disease  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
intra-abdominai  hemorrhage  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness  abdominal  mass,  or  shock 

A few  cases  of  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  of  these  drugs  to  this  type  of  malignancy  is  not  known  at  this  time 

5 Usage  m or  Immediately  Preceding  Pregnancy.  Birth  Defects  in  Offspring,  and  Malig- 
nancy in  Female  Offspring  During  early  pregnancy  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  risk  of  congenital  anomalies,  including  heart  defects  and  limb  defects,  has 
been  reported  with  the  use  of  oral  contraceptives  m pregnancy 
There  is  some  evidence  that  tnploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  m any  patient  who 
has  rritbsed  two  consecutive  menstrual  periods  If  the  patient  has  not  adhered  to  the  sched- 


ule, the  possibility  of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period, 
and  oral  contraceptives  should  be  withheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy IS  confirmed  the  patient  should  be  apprised  of  the  potential  risks  to  the  fetus  and  the 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 
Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 
Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  of  pregnancy 

6 Gallbladder  Disease  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  m triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  in  patients 
receiving  oral  contraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
IS  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migraine  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  lequires  discontinuation  of  oral 
contraceptives 

10  Bleeding  Irregularities  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives  In  breakthrough  bleeding, 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina,  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  of  oral  contraceptives 

11  Ectopic  Pregnancy  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive failures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  the  hormonal  agents  m oral  contraceptives  has  been  identified  m the  milk  of  moth- 
ers receiving  these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  the  initiation  of  oral  con- 
traceptives The  pretreatmenl  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  for  longer  than  one  year  without  another  examination 

2 Preexisting  uterine  leiomyomata  may  increase  in  size 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  the  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  contraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  of  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice  If  jaundice  develops,  the  medication  should  be  discontinued 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  deficiency 

8 Serum  folate  levels  may  be  depressed 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 
(a)  Increased  sulfobromophthalein  retention  (b)  Increased  prothrombin  and  factors  VII. 

VIII,  IX.  and  X,  decreased  antithrombin  3,  increased  norepinephrine-mduced  platelet  aggre- 
gability  (c)  Increased  thyroid-bindmg  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  of  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline,  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  of  the  following  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives  thrombophlebitis;  pulmonary  embolism,  coronary  thrombosis,  cerebral 
thrombosis,  cerebral  hemorrhage,  hypertension,  gallbladder  disease,  benign  hepatomas, 
congenital  anomalies 

There  is  evidence  of  an  association  between  the  following  conditions  and  the  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed  mesenteric  thrombo- 
sis, neuro-ocular  lesions,  eg.  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  in  approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally 
gastrointestinal  symptoms,  breakthrough  bleeding;  spotting,  change  in  menstrual  flow, 
dysmenorrhea,  amenorrhea  during  and  after  treatment,  temporary  infertility  after  discon- 
tinuance of  treatment,  edema,  chloasma  or  melasma,  breast  changes,  change  in  weight; 
change  in  cervical  erosion  and  cervical  secretion;  possible  diminution  in  lactation  when 
given  irr.mediately  postpartum,  cholestatic  jaundice,  migraine,  increase  in  size  of  uterine 
leiomyomata,  rash  (allergic),  mental  depression,  reduced  tolerance  to  carbohydrates, 
vaginal  candidiasis,  change  in  corneal  curvature;  intolerance  to  contact  lenses 
The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted  premenstrual-like  syndrome,  cataracts,  changes  in  libido,  chorea, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  hirsutisrh, 
loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic  eruption,  vaginitis; 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day,  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  of  virtual  absence, 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy 

HOW  SUPPLIED 

Norlestrin  [211  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norelhindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlestrin  [2i]  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills 
Norlestrin  [Fi]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  in 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [FE  2 5/50  is  available  m compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate.  USP  Available  m 
packages  of  five  compacts  and  packages  of  five  refills 
Norlestrin  [28]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 white 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  of  five  compacts  and  packages  of  five  refills 
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For  faster  claims  payment, 
count  on  the  card’s  computer, 

and  a terminal  in  your  office  that  connects  you  to  Blue  Cross 
and  Blue  Shield  of  Alabama.  Your  claims  are  processed  faster 
and  more  efficiently  for  a better  cash  flow.  There’s  nothing  to 
sort,  sign  or  mail.  Just  type  your  claims  into  the  terminal. 

Blue  Cross  and  Blue  Shield  computer  claims  service  is 
dependable,  easy,  and  cost  effective.  Find  out  more  about  Blue 
Cross  and  Blue  Shield  daily  computer  claims  service.  In 
Birmingham,  call  988-2588.  Or  write  us  at  Provider  Services, 
Blue  Cross  and  Blue  Shield  of  Alabama,  450  Riverchase 

K,'Sabama  3529^^  Count  on  the  card. 
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Out  Patient 
Diagnostic  Radiology  Center 


Alabama's  Most  IVIodern  Facilities  Availablejl 

CAT.  Scan  | 

Head  and  total  body  scan  ! i 

Ultrasonography 

Studies  during  pregnancy,  gallbladder,  etc 

Mammography 

Low  level  radiation  cancer  survey 

General  Diagnostic  Radiology 

Certified  black  lung  survey,  G.l.  studies,  IV.R,  tomography,  etc.  i 

Diagnostic  testing  and  report  within  24  hours  ‘ 


Norwood  Clinic 

1 625  25th  Street  North 
Birmingham,  Alabama 

Appointments  call  (205)252-0261 

250-6837 
WATS  Une  I -800-272-648 1 


The  Specialty  of  Physicians  in 
Relation  to  Longevity  and 
Mortality,  1978-1979 

M.  S.  Dean  Mostafa,  M.D.,  Dr.  P.H.* * 

Robert  A.  Freeman,  Ph.D.t 


Data  from  the  American  Medical  Associa- 
tion on  reported  files  of  1,020  physicians  that 
have  died  between  1978-1979  were  examined 
by  age,  longevity, t cause  of  death  and  year  of 
graduation  in  relation  to  sixteen  specialties. 
This  investigation  showed  that  more  than  one- 
third  of  the  Otolaryngologist  specialists  died  at 
80  years  of  age  or  older  while  41.7  percent  of 
the  Family  Practice  specialists  died  between  50 
and  59  years  of  age.  The  ranking  of  various 
specialists  according  to  their  longevity  showed 
that  Otolaryngologists  lived  to  be  approximate- 
ly 51.07  years.  Ophthalmologists  48.27  years 
and  Preventive  Medicine  and  Public  Health 
physicians  45.52  years.  Family  Practice  physi- 

• Adjunct  Assistant  Professor,  Department  of  Health  Care  Administration.  The 
University  of  Mississippi,  School  of  Pharmacy,  University.  Mississippi  38677. 

7 Chairman  and  Associate  Professor.  Department  of  Health  Care  Administration. 
The  University  of  Mississippi,  School  of  Pharmacy.  University,  Mississippi  38677. 

t Longevity;  number  of  years  between  the  year  of  graduation  from  medical  schcxil 
and  the  year  of  death 


clans  had  the  shortest  longevity  with  27.71 
years.  Cardiovascular  diseases  and  cancer 
were  the  leading  causes  of  death  among  the 
various  specialists.  Approximately  one-third  of 
the  Otolaryngologists,  Ophthalmologists  and 
Pathologists  graduated  in  the  1920’s  while  one- 
third  of  the  Family  Practice  and  Physical  Medi- 
cine physicians  graduated  in  the  1950’s.  All  of 
these  data  are  statistically  significant. 

CONCLUSIONS:  While  cardiovascular  dis- 
eases and  cancer  are  the  leading  causes  of  death 
among  the  various  specialists,  the  data  suggest 
that  Otolaryngologists,  Ophthalmologists  and 
Preventive  Medicine  physicians  have  more 
favorable  longevity  and  mortality  rates  than  do 
Family  Practice  physicians  (p  < 0.001  to 
0.005). 

KKY  WORDS:  Specialty.  Age.  Longevity. 
Cause  of  Death.  Year  of  Graduation 
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Since  the  medical  profession  in  general,  and  those 
working  in  preventive  medicine  and  public  health 
in  particular,  is  dedicated  to  protecting  the  health  of 
others,  it  is  interesting  to  evaluate  how  well  they  protect 
their  own  health. 

Many  physicians  have  stressful  working  conditions 
and  are  occupationally  exposed  to  various  diseases 
which  have  infectious  etiologies.  From  the  economic 
point  of  view,  the  premature  deaths  of  physicians  repre- 
sent material  waste  because  of  the  large  investment  of 
effort  and  money  required  to  enter  the  field  of  medi- 
cine. 

The  specialty  of  medicine  has  had  a rapid  growth  and 
questions  have  arisen  about  the  effect(s)  of  the  specialty 
upon  the  practitioner.  Does  the  longevity  and  year  of 
graduation  vary  by  specialty?  Does  the  mortality  ex- 
perience of  physicians  vary  by  specialty? 

The  answers  to  these  questions  may  help  in  planning 
the  future  requirements  of  physician  specialty  man- 
power and  establishment  of  replacement  needs,  as  well 
as  assist  individual  physicians  with  the  planning  of  their 
careers.  Finally,  the  information  about  the  causes  of 
physicians’  deaths  may  well  point  the  way  to  effective 
preventive  measures. 

In  a follow-up  study  that  analyzed  the  mortality 
experience  among  medical  specialists,  the  mortality  of 
the  specialists,  as  a whole,  was  found  to  be  70  percent 
of  the  nonspecialists.  Although  there  are  decided  varia- 
tions in  the  rate  of  mortality  among  the  specialists,  each 
one  had  a better  record  than  the  nonspecialists. 

The  most  favorable  situation  was  seen  among  pa- 
thologists. Those  in  dermatology  had  the  poorest  rec- 
ord. It  was  also  found  that  the  specialists  and  non- 
specialists had  the  same  high  level  of  mortality  due  to 
coronary  diseases.  Only  internists  and  pediatricians 
showed  a significantly  low  rate  of  mortality  from  these 
conditions.  The  rate  of  mortality  from  cancer  among 
surgeons  was  well  below  any  other  specialty  and/or 
nonspecialty  group. 

Radiologists  and  dermatologists  had  a high  rate  of 
mortality  from  cancer,  far  above  that  of  nonspecialists. 
Specialists,  as  a group,  had  a much  lower  rate  of  mor- 
tality than  nonspecialists  from  respiratory  system  dis- 
eases and  communicable  diseases.  The  rate  of  mortality 
from  digestive  system  diseases  was  lower  for  the  spe- 
cialists than  for  the  nonspecialists  and  the  rate  of  mor- 
tality from  accidents  was  also  lower  among  specialists 
than  nonspecialists.' 

The  disease  of  the  heart  and  malignant  neoplasms 
ranked  as  the  first  and  second  leading  causes  of  death 
among  physicians,  regardless  of  their  specialty.^ 
Specialists  who  had  a high  rate  of  exposure  to  radia- 
tion showed  an  increase  in  mortality  from  cancer,  car- 
diovascular-renal diseases  and  all  other  causes  com- 
bined.^ 

The  internists  had  a significantly  higher  mortality 
than  surgeons  within  15-25  years  of  graduation  from 


medical  school.  After  25  years,  no  difference  was 
recorded."' 

General  practitioners  showed  the  highest  age- 
specific  mortality  rate  among  all  physicians  with  114.3 
percent  of  the  standard.  Anesthesiologists  showed  87.9 
percent.  Dermatologists  89.0  percent,  Ophthalmolo- 
gists/Otolaryngologists 79.9  percent,  Pathologists  80.9 
percent,  Psychologists/Neurologists  96.0  percent,  Ob- 
stetricians/Gynecologists 85.3  percent,  Orthopedians 
80.7  percent.  Pediatricians  72.5  percent.  Public  Health 
physicians  93.3  percent.  Radiologists  92.2  percent. 
Surgeons  89.1  percent  and  Internists  84.4  percent.^ 

The  overall  mortality  rates  among  general  practition- 
ers were  about  23  percent  higher  than  among  surgeons 
and  physicians  of  a similar  age  group. ^ 

In  regard  to  all  specialists,  surgical  specialists  had 
the  lowest  rate  of  mortality.  On  the  other  hand,  general 
practitioners  had  the  highest  rate.  Differences  of  simi- 
lar types  were  also  found  between  occupational  sub- 
categories — research  workers  and  central  hospital 
physicians  showed  the  lowest  rate  of  mortality  while 
private  practitioners  showed  the  highest  rate.^ 

During  1930-1946,  the  leading  causes  of  death 
among  Anesthesiologists  were  cardiovascular-renal 
diseases  and  malignant  neoplasms.  The  same  was  true 
for  all  physicians  during  this  same  period.^ 

Methodology 

The  present  study  was  based  on  files  of  1 ,020  Amer- 
ican physicians  whose  obituaries  were  reported  in 
JAMA  between  January  2,  1978  to  March  2,  1979.  In 
some  cases  the  cause  of  death  was  not  described  in  the 
obituaries.  Many  times  the  cause  of  death  was  revealed 
but  the  specialty  status  of  the  deceasecd  physician  was 
not.  For  these  reasons,  the  sample  study  was  based  only 
on  those  deaths  which  gave  information  about  both  the 
cause  and  the  specialty.  Because  of  this  difficulty,  we 
could  not  use  all  of  the  available  data  for  this  period  (the 
numerator),  consequently  we  could  not  utilize  the 
population  of  physicians  at  risk,  i.e. , number  of  Amer- 
ican living  physicians  in  each  specialty  (the  denomina- 
tor). Survival  rate  and  standardized  mortality  ratio 
could  not  be  used  due  to  the  unavailability  of  the  origi- 
nal death  certificates  (available  from  the  American 
Medical  Association).  The  available  data  were  ex- 
amined by  age,  longevity  (number  of  years  between  the 
year  of  graduation  from  medical  school  and  the  year  of 
death),  year  of  graduation  and  cause  of  death  in  relation 
to  specialty.  Even  though  the  proportion  of  women 
physicians  was  rather  small,  sex  could  not  be  segre- 
gated from  the  available  data. 

The  published  data  about  physicians’  deaths  were 
gathered  through  the  use  of  the  American  Medical 
Association  records  based  on  death  certificates 
obtained  from  State  Departments  of  Health  and  other 
agencies . Death  was  classified  by  cause  of,  or  groups  of 
causes,  according  to  the  International  Classification  of 
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Diseases,  9th  Revision,  Clinical  Modification-ICD-9- 
CM  (with  minor  modification).  ICD-9-CM  continues 
to  be  the  method  of  classification  employed  in  cause- 
death  coding  in  the  United  States.^  The  statistical 
analysis  is  based  on  techniques  described  in  “Statisti- 
cal Methods  in  Medical  Research.”'® 

Results 

Table  I shows  the  distribution  of  physicians  by  their 
specialties  and  the  age  at  death.  The  oldest  group  of 
specialists  at  death  was  the  Otolaryngologists  who  were 
80  years  of  age  or  older  (41 .7%).  On  the  other  hand, 
41.7  percent  of  Family  Practice  Specialists  were  50-59 
years  of  age  at  their  death  making  this  the  youngest 
group  among  the  specialists.  Others  were:  Ophthal- 
mologists 40.6  percent.  Physical  Medicine  physicians 
33.3  percent.  Preventive  Medicine  physicians  45.2 
percent  and  Urologists  38.5  percent,  who  were  70-79 
years  of  age  at  their  death.  The  differences  between 
various  specialists  were  highly  significant  (p  < 0.001). 

The  ranking  of  various  specialists  according  to  their 
longevity  showed  that  Otolaryngologists  were  the 
longest  living  group  (51.07  years).  Ophthalmologists 
were  second  (48.47  years)  and  Preventive  Medicine 
physicians  third  (45.52  years).  On  the  other  hand. 
Family  Practice  physicians  had  the  shortest  longevity 


(27.71  years).  Analysis  of  variance  was  significant 
(p  < 0.005).  See  Table  II. 

Table  III  shows  the  relationship  of  specialties  to  the 
cause  of  death.  The  cardiovascular  diseases  and  cancer 
were  the  leading  causes  of  death  among  the  various 
specialists.  Cardiovascular  diseases  as  the  cause  of 
death  was  67.7  percent  (highest)  among  Preventive 
Medicine  physicians  and  43.7  (lowest)  among 
Orthopedic  Surgeons.  Cancer  was  30.8  percent  (high- 
est) among  Urologists  and  8.3  percent  (lowest)  among 
Dermatologists.  All  of  these  differences  were  highly 
significant  (p  < 0.001). 

Ranking  of  the  various  specialties  showed  that  In- 
ternists made  up  16.5  percent  of  the  entire  group. 
Surgeons  14.5  percent  and  Obstetrics/Gynecology 
10.0  percent.  On  the  other  hand.  Physical  Medicine 
physicians  were  the  least  ranking  group  with  0.9  per- 
cent. See  Table  IV. 

Table  V shows  the  relationship  of  the  year  of  gradua- 
tion to  the  specialties.  Showing  that  43.1  percent  of 
Otolaryngologists,  34.4  percent  of  Ophthalmologists, 
34.8  percent  of  Pathologists,  29.6  percent  of  Pediatri- 
cians and  29.2  percent  of  Internists  graduated  in  the 
1920’s,  while  29.2  percent  of  Family  Practitioners  and 
33.3  percent  of  Physical  Medicine  physicians  gradu- 
ated in  the  1950’s.  All  other  specialists  graduated  be- 
tween the  1930’s  and  1940’s  (p  < 0.001). 


May  1985  / 15 


TABLE  1:  RELATION  OF  SPECIALTIES  TO  AGE 


Age  Anes. 

Derm. 

Oto. 

Ophth. 

Family 

Path. 

Psy.  & Neur. 

Obs.  & Gyn. 

Orth. 

Ped. 

Phys.  Med. 

Prev.  Med. 

Rad.  & N.  Med. 

Surg. 

InL  Med. 

Urology 

« 4 

2 

- 

2 

6 

6 

7 

14 

4 

3 

3 

— 

5 

16 

IS 

4 

-SO 

18.2 

8.3 

0.0 

3.1 

25.0 

13.0 

8.6 

13.7 

8.3 

4.2 

33.3 

0.0 

7.0 

10.8 

8.9 

10.3 

# 4 

2 

4 

6 

10 

10 

13 

10 

4 

16 

2 

1 

9 

32 

25 

4 

SO- 

% 18.2 

8.3 

5.6 

9.4 

41.7 

21.7 

16.0 

9.8 

8.3 

22.5 

22.2 

3.2 

12.7 

21.6 

14.9 

10.3 

# 10 

6 

13 

11 

7 

7 

32 

29 

19 

20 

1 

12 

24 

49 

48 

13 

60- 

4S.S 

25.0 

18.1 

17.2 

29.2 

15.2 

39.5 

28.4 

39.6 

28.2 

11.1 

38.7 

33.8 

33.1 

28.6 

33.3 

* 4 

7 

25 

26 

1 

13 

16 

33 

14 

18 

3 

14 

20 

32 

45 

15 

70- 

9c  18.2 

29.2 

34.7 

40.6 

4.2 

28.3 

19.8 

32.4 

29.2 

25.4 

33.3 

45.2 

28.2 

21.6 

26.8 

38.5 

— 

7 

30 

19 

0 

10 

13 

16 

7 

14 

4 

13 

19 

35 

3 

80+ 

o 

b 

29.2 

41.7 

29.7 

0.0 

21.7 

16.0 

15.7 

14.6 

19.7 

0.0 

12.9 

18.3 

12.8 

20.8 

7.7 

~ 22 

24 

72 

64 

24 

46 

81 

102 

48 

71 

9 

31 

71 

148 

168 

39 

Total 

'^ClOO.O 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

= 150.648.  p 0.001 

TABLE  11:  RELATION  OF  SPECIALTIES  TO  LONGEVITY*' 

Anes. 

Derm. 

Oto. 

Ophth. 

Family 

Path. 

Psy.  & Neur. 

Obs,  & Gyn. 

Orth. 

Ped. 

Phys.  Med. 

Prev.  Med. 

Rad.  & N.  .Med. 

Surg. 

Int  Med. 

Urology 

n 

22 

24 

72 

64 

24 

46 

81 

102 

48 

71 

9 

31 

71 

148 

168 

39 

Z X 

760 

1053 

3677 

3102 

665 

1841 

3335 

4222 

2016 

3053 

261 

1411 

3050 

5969 

7132 

1600 

Z x^ 

29522 

49875 

193815 

IS8638 

22019 

82011 

150215 

192988 

90748 

141981 

8507 

65717 

140002 

26608! 

333374 

70586 

X in 

34.55 

43.88 

51.07 

48.47 

27.71 

40.02 

41.17 

41.39 

42.00 

43.00 

29.00 

45.52 

42.96 

40.33 

42.45 

41.03 

years 

On 

12.19 

12.37 

9.15 

11.38 

12.29 

13.46 

12.62 

13.37 

11.25 

12.28 

10.21 

6.94 

11.25 

13.09 

13.50 

11.26 

0 n-1 

12.47 

12.64 

9.22 

11.47 

12j5 

13.61 

12.7 

13.43 

11.37 

12.36 

10.83 

7.06 

11.33 

13.13 

13.54 

11.41 

Between  groups  SSq  = 1842674.52  - 1825160.40  = 17514.12  Analysis  of  Variance 


Total 

SSq  = 1996109.00  ■ 

1825160.40  = 170948.60 

SSq 

Df 

MSq 

Within  groups 

SSq  = 170948.60  - 

17514.11  = 153434.49 

Between  Groups 

17514.12 

15 

1167.61 

•STATISTICAL  METHODS  IN  MEDICAL  RESEARCH,  P.  ARMITAGE  1980 

Within  Groups 

153434.49 

1004 

152.82 

(One*vray  analysis  of  variance) 

VR  7.64  (p  ' 0.005) 

**Longevity:  Number  of  years  between  the  year  of  graduation  (medical  school)  and  year  of  death. 
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TABLE  ni;  RELATION  OF  SPECIALTIES  TO  CAUSE  OF  DEATH 


Causes 

Anes. 

Derm. 

Oto. 

Ophth. 

Family 

Path. 

Psy.  A Neur. 

Obs.  A Gyn. 

Orth. 

Ped. 

Phys.  Med. 

Prev.  Med. 

Rad.  & N.  Med. 

SuTg. 

Int.  & Med. 

Urology 

8 

12 

30 

25 

12 

19 

39 

45 

17 

32 

5 

20 

32 

65 

77 

13 

a.  Card. 

"c 

36.4 

50.0 

41.7 

39.1 

50.0 

41.3 

48.1 

44.1 

35.4 

45.1 

55.6 

64.5 

45.1 

43.9 

45.8 

33.3 

= 

2 

4 

10 

16 

4 

3 

4 

13 

4 

12 

1 

t 

14 

15 

9 

7 

b.  Vascul. 

'c 

9.1 

16.7 

13.9 

25.0 

16.7 

6.5 

4.9 

12.7 

8.3 

16.9 

11.1 

3.2 

19.7 

10.1 

5.4 

17.9 

= 

2 

2 

5 

2 

— 

3 

6 

9 

2 

11 

— 

4 

15 

3 

2 

c.  Resp. 

'C 

9.0 

8.3 

6.9 

3.1 

0.0 

6.5 

7.4 

8.8 

4.2 

15.5 

0.0 

0.0 

5.6 

10.1 

7.7 

5.1 

= 

2 

2 

— 

4 

2 

3 

1 

2 

_ 

— 

- 

— 

6 

7 

1 

d.  Nerv. 

9.1 

8.3 

0.0 

6.3 

8.3 

6.5 

1.2 

0.0 

4.2 

0.0 

0.0 

0.0 

0.0 

4.1 

4.2 

2.1 

= 

1 

— 

2 

2 

2 

3 

4 

1 

_ 

3 

4 

2 

e.  Castro. 

0.0 

0.0 

1.4 

0.0 

0.0 

4.3 

2.5 

2.0 

6.3 

5.6 

0.0 

3.2 

0.0 

2.0 

2.4 

5.1 

= 

— 

2 

2 

1 

I 

— 

1 

_ 

2 

4 

... 

Renal 

0.0 

0.0 

2.8 

0.0 

0.0 

4.3 

1.2 

1.0 

0.0 

0.0 

11. 1 

0.0 

0.0 

1.4 

2.4 

0.0 

= 

6 

2 

20 

16 

3 

10 

22 

26 

14 

9 

1 

6 

18 

32 

45 

12 

f.  Cancer 

r* 

'•C 

27.3 

8.3 

27.8 

25.0 

12J 

21.7 

27.2 

25.5 

29.2 

12.7 

11.1 

19.4 

25.4 

21.6 

26.8 

30.8 

= 

2 

— 

3 

I 

3 

4 

5 

6 

5 

3 

1 

2 

3 

10 

5 

2 

g.  Accid. 

9.1 

0.0 

4.2 

1.6 

12.5 

8.7 

6.2 

5.9 

10.4 

4.2 

11.1 

6.5 

4.2 

6.8 

3.0 

5.1 

- 

0 

2 

1 

— 

_ 

— 

1 

1 

1 

4 

1 

Misc. 

0.0 

8.3 

1.4 

0.0 

0.0 

0.0 

1.2 

0.0 

2.1 

0.0 

0.0 

3.2 

0.0 

0.0 

2.4 

0.0 

= 

22 

24 

72 

64 

24 

46 

81 

102 

48 

71 

9 

31 

71 

148 

168 

39 

Total 

-C  100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

a.  ML  card.  uresL  CHF,  irrhythmia  & other  d.  Tumors  & other  g.  Auto,  plane,  drug  overdose,  gun  & other 

b.  Stroke,  cerebrovascular  insuff.  A other  e.  Bleeding,  cirrhosis  & other 

c.  Respiratory  failure,  pneumonia  A other  f.  Brain,  lung,  blood  A other  = 167.991  (p  < 0.001) 


Discussion 

More  than  one-third  of  the  Otolaryngologists  died  at 
80  years  of  age  or  older  (the  oldest  age  group).  About 
one-third  of  the  Dermatologists,  Ophthalmologists, 
Pathologists,  Obstetricians/Gynecologists,  Physical 
Medicine  specialists.  Urologists  and  about  half  of  the 
Preventive  Medicine  physicians  died  at  70-79  years  of 
age.  On  the  other  hand,  more  than  one-third  of  Family 
Practice  physicians  died  at  50-59  years  of  age  (the 
youngest  age  group).  Refer  to  Table  I.  (Consistent  with 
the.se  data.  Table  II  shows  that  Otolaryngology  special- 
ists were  the  longest  living  group  (51 .07  years).  Next 
were  the  Ophthalmologists  (48.47  years)  and  third,  the 
Preventive  Medicine  physicians  (45.52  years).  Family 
Practice  physicians  had  the  shortest  longevity  at  27.71 
years. 

Goodman^  reported  that  general  practitioners  had  the 
highest  age  sp)ecific  mortality  rates  among  all  other 
physicians.  Dublin  and  Spiegleman,'  Doll  and  Peto,^ 
and  Asp^  referred  to  similar  unfavorable  mortality 
among  the  nonspecialists.  From  this  study.  Family 


Practice  physicians  were  shown  to  be  closely  related  to 
General  Practitioners  in  other  studies’’  in  regard  to 
unfavorable  mortality.  While  these  data  showed  Oto- 
laryngology, Ophthalmology,  and  Preventive  Medi- 
cine physicians  had  favorable  mortality  experiences, 
Dublin  and  Spiegleman'  reported  that  the  most  favor- 
able situation  was  seen  among  Pathologists.  Asp^  re- 
ferred to  similar  findings  among  surgeons. 

There  are  many  theories  explaining  this  favorable 
situation  among  specialists;  Healthy  Minded  Theory  — 
some  specialists,  such  as  Public  Health  and  Preventive 
Medicine  have  a better  chance  of  health  protection 
through  study  and  practice;  Self-Selection  Theory  — 
the  decision  of  entering  a particular  specialty  may  have 
a favorable  influence  on  the  situation;  High  Income 
Theory  — some  specialists  who  have  a higher  income 
than  others  may  receive  better  medical  care  and  have 
more  vacations. 

Cardiovascular  disea.ses  and  cancer  were  the  leading 
causes  of  death  among  all  specialists  in  this  study.  It 
was  difficult  to  describe  a particular  pattern  for  the 
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TABLE  IV 

Distribution  of  Physician  Deaths  by  Specialties 


Specialty 

No. 

% 

Rank 

Internal  Medicine 

168 

16.5 

1 

Surgery 

148 

14.5 

2 

Obstetric/Gynecology 

102 

10.0 

3 

Psychiatry /Neurology 

81 

7.9 

4 

Otolaryngology 

72 

7.1 

5 

Pediatrics 

71 

7.0 

6 

Radiology/Nuclear  Medicine 

71 

7.0 

6 

Ophthalmology 

64 

6.3 

8 

Orthopedic 

48 

4.7 

9 

Pathology 

46 

4.5 

10 

Urology 

39 

3.8 

11 

Preventive  Medicine 

31 

3.0 

12 

Dermatology 

24 

2.4 

13 

Family  Practice 

24 

2.4 

13 

Anesthesiology 

2 

2.2 

15 

Physical  Medicine 

9 

0.9 

16 

TOTAL 

1020 

99.9 

different  causes  of  death  due  to  scarcity  of  the  numbers 
in  some  of  the  groups.  Dickinson  and  Martin^  and 
Linde*^  referred  to  similar  findings  in  their  investiga- 
tion. Clarifying  this  pattern  was  possible  by  studying 
larger  groups  and  including  other  health  professionals 
within  the  health  care  delivery  system  (pharmacists, 
nurses,  health  care  administrators,  etc.). 

Internists,  Surgeons,  and  Obstetricians/Gynecolo- 
gists were  ranked  first,  second  and  third  respectively 
among  the  study  groups  of  specialists.  Also,  this  inves- 
tigation showed  that  the  graduation  of  Otolaryngology, 
Ophthalmology,  Pathology,  Pediatric  and  Internal 
Medicine  specialists  was  related  mainly  to  the  early 
1920’s,  while  Family  Practice  and  Physical  Medicine 
specialists’  graduations  were  related  to  the  1950’s.  All 
other  specialists  graduated  between  the  two  groups.  It 
may  be  premature  to  judge  the  association  of  a new 
specialty  such  as  Family  Practice  to  unfavorable  mor- 
continued  on  page  23 
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bnce-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  ot  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.' ' In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 


80  mg  120  mg  160  mg 

Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details 


Once~daily 

^°'‘^V,^f/lNDERAL  LA 

(PROPRANOLOLHCI)  ‘'%'apsules^ 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 
INDERAL'  LA  brand  ot  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  ot  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonseleclive  beta-adrenergic  receptor 
blocKing  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80. 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  halt-lite  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  tor  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  lo  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  l_A  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  ol  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  nof  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  ol 
tonic  sympathetic  nerve  outflow  from  vasomofor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  lo  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  ol  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
IS  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  lor  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  presen/ed  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  ot  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  ot  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITFIOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  ot 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  ot  angina  occurs,  it  usually  is  advis- 
able lo  reinstilute  INDERAL  therapy  and  lake  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SUR(3ERY  The  necessity  or  desirability  of  wifhdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


The  appearance  of  these  capsules 
120  160  Is  a registered  trademark 

mg  mg  of  Ayerst  Laboratories 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  ol  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g . 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
ol  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  alter  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncoptal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis,  tmpairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensonum,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Ftematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous,  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  tor  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  tor  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  ol  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE— Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  tor  use 
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TABLE  V:  RELATION  OF  SPECIALTIES  TO  THE  YEAR  OF  GRADUATION  FROM  THE  MEDICAL  SCHOOL 


Year  of 

Afies. 

Derm. 

Oto. 

Ophth. 

Family 

Path. 

Psy.  & Neur. 

Obs.  A Gyn, 

Orth. 

Ped. 

Phys.  Med. 

Prev.  Med. 

Rad.  & N.  Med. 

Slug. 

Int  Med. 

Urology 

Graduation 

# 

1 

3 

17 

15 

3 

9 

6 

3 

7 

— 

2 

8 

14 

19 

2 

-1920 

9c 

4.5 

12.5 

23.6 

23.4 

0.0 

6.5 

11.1 

5.9 

6.3 

9.9 

0.0 

6.5 

11.3 

9.5 

11.3 

5.1 

# 

5 

31 

22 

I 

16 

11 

28 

11 

21 

I 

6 

16 

24 

49 

8 

1920- 

9 

0.0 

20.8 

43.1 

34,4 

4.2 

34.8 

13.6 

27J 

22.9 

29.6 

11.1 

19.4 

22.5 

16.2 

29.2 

20.5 

# 

7 

10 

16 

15 

5 

II 

33 

35 

19 

17 

1 

22 

26 

45 

43 

18 

1930- 

31.8 

41.7 

22.2 

23.4 

20.8 

23.9 

40.7 

34.3 

39.6 

23.9 

II. 1 

71.0 

36.6 

30.4 

25.6 

46.2 

# 

10 

3 

8 

10 

6 

7 

16 

15 

9 

16 

2 

1 

10 

40 

38 

6 

1940- 

9 

45J 

12.5 

11.1 

15.6 

25.0 

15.2 

19.8 

14.7 

18.8 

22.5 

22.2 

3.2 

14.1 

27.0 

22.6 

15.4 

# 

1 

I 

1 

7 

6 

9 

10 

4 

9 

3 

7 

20 

10 

3 

1950- 

9 

4.5 

4.2 

0.0 

1.6 

29.2 

13.0 

11.1 

9.8 

8.3 

12.7 

33.3 

0.0 

9.9 

13.5 

6.0 

7.7 

# 

3 

2 

_ 

1 

5 

3 

3 

8 

2 

1 

2 

— 

4 

5 

9 

2 

1960- 

9 

13.6 

8.3 

0.0 

1.6 

20.8 

6J 

3.7 

7.8 

4.2 

1.4 

22.2 

0.0 

5.6 

3.4 

5.4 

5.1 

# 

22 

24 

72 

64 

24 

46 

81 

102 

48 

71 

9 

31 

71 

148 

168 

39 

Total 

9 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

= I96.6I5  (p  < 0.001) 


tality.  It  would  probably  be  better  to  study  this  rela- 
tionship in  the  future. 

Finally,  this  study  was  a pilot  investigation  to  throw 
some  light  on  the  specialty  of  physicians  in  relation  to 
longevity  and  mortality . It  is  by  no  means  a comprehen- 
sive one.  We  hope  similar  studies  will  be  done  in  the 
future  on  a larger  scale. 
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Of  Alice  and  Arsenic 

Paul  LeGrand,  M.D.* 

LeRoy  F.  Harris,  M.D.t 
Bernice  Craze,  B.S.,  M.T.t 


‘77/  tell  thee  everything  I can; 

There’ s little  to  relate.” 

I saw  an  aged  aged  man, 

A-sitting  on  a gate. 

‘‘Who  are  you,  aged  man?”  I said. 

‘‘And  how  is  it  you  live?” 

And  his  answer  trickled  throughout  my  head 
Like  water  through  a sieve. 

Lewis  Carroll 
Alice  in  Wonderland 


The  incidence  of  arsenic  poisoning  may  be 
increasing  because  of  widespread  use  of  arsenic 
in  industry  and  agriculture  as  well  as  for 
attempted  homicide  and  suicide.  The  diagnosis 
should  be  considered  in  any  illness  with  pro- 
tean manifestations  and  is  confirmed  by 
measuring  toxic  levels  of  arsenic  in  urine  or 
body  tissues.  Treatment  with  British  anti- 
lewisite or  penicillamine  reverses  some  but  not 
all  of  the  pathologic  consequences  of  the  dis- 
ease. 


• Clinical  Assistant  Professor  of  Medicine,  School  of  Primary  Medical  Care.  Uni- 
versity of  Alabama  School  of  Medicine.  Huntsville  Program.  520  C Madison  Avenue, 
Huntsville,  Alabama  35801. 

+ Clinical  Assistant  Professor  of  Medicine,  School  of  Primary  Medical  Care,  Uni- 
versity of  Alabama  School  of  Medicine,  Huntsville. 

t Medical  Student,  School  of  Primary  Medical  Care.  University  of  Alabama  School 
of  Medicine,  Huntsville  Program. 


Like  Alice  in  Wonderland,  clinicians  sometimes 
find  themselves  attempting  to  discern  nonsensical 
or  conflicting  information.  Such  was  the  case  recently 
when  a patient  told  us  all  he  could,  but  had  “little  to 
relate.’’  The  health  care  team  entertained  multiple  di- 
agnoses including  acute  myocardial  infarction,  septic 
shock,  acute  pancreatitis,  toxic  shock  syndrome  and 
acute  ethanol  toxicity.  However  after  obtaining  urine 
studies  for  heavy  metals,  the  process  afflicting  our 
patient  became  clear.  Herein,  we  present  a case  of 
arsenic  poisoning  exemplifying  an  unusual  but  devas- 
tating systemic  illness. 

Case  Report 

A 56-year-old  male  was  admitted  to  the  hospital  with 
a one  year  history  of  intermittent  chest  pain,  nausea  and 
watery  diarrhea.  He  had  been  hospitalized  6 months 
earlier  with  similar  complaints  and  underwent  gastros- 
copy and  colonoscopy  without  definitive  diagnosis  but 
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improved  with  supportive  therapy  alone.  Alcohol  in- 
take was  repeatedly  denied  by  the  patient  and  family 
members. 

Admission  exam  was  unremarkable  except  for  a sys- 
tolic heart  murmur  and  rales  in  the  lung.  The  electrocar- 
diogram revealed  a prolonged  QT  interval  without 
other  abnormalities  and  admission  chest  x-ray  sug- 
gested early  pulmonary  edema  without  cardiomegaly. 
The  urinalysis  revealed  mild  proteinuria  without  casts 
and  liver  function  studies  were  mildly  elevated.  The 
blood  count  revealed  pancytopenia  with  hemoglobin 
12.2  gm%,  leukocyte  count  2600  per  cu  mm  and 
platelets  59,000  per  cu  mm. 

The  patient  was  initially  placed  in  the  coronary  care 
unit  where  serial  electrocardiograms  and  cardiac  en- 
zymes did  not  indicate  an  infarct.  Four  days  after 
admission  the  patient  became  febrile,  confused  and 
combative  and  one  day  later  developed  tachypnea,  dif- 
fuse rales  on  chest  auscultation  and  a ventricular  gal- 
lop. A pulmonary  artery  catheter  was  inserted  and 
elevated  pressures  were  noted.  Blood  cultures,  lumbar 
puncture,  computerized  tomography  of  the  head, 
serum  and  urine  amylase  and  thyroid  and  hepatitis 
profiles  were  negative  or  nonnal. 

On  the  eighth  hospital  day  the  patient  developed 
ataxia  and  a “stocking  glove”  paresthesia.  A 24-hour 
urine  for  heavy  metals  disclosed  an  arsenic  level  of  4.5 
mg  per  liter  of  urine  with  normal  mercury  and  lead 
values.  Tissue  analysis  for  arsenic  demonstrated  a 
value  of  2590  mg  per  gram  of  hair.  Nerve  conduction 
studies  demonstrated  slowing  and  no  evoked  sensory 
potential  was  ellicited.  The  electromyogram  demon- 
strated a denervation  pattern.  The  patient  was  treated 
with  penicillamine  for  chronic  arsenic  poisoning.  He 
was  discharged  with  normal  hematologic  and  cardiac 
function  and  improving  hepatic  function  on  the  20th 
hospital  day,  however,  a severe  sensory  and  motor 
neuropathy  persisted. 

Discussion 

Prior  to  World  War  II,  the  use  of  medicinal  arsenic 
caused  cases  of  iatrogenic  arsenic  poisoning  and  pro- 
vided a source  of  arsenic  for  homicides  and  suicides. 
Recently  the  epidemiology  of  arsenic  intoxication  also 
includes  industrial  and  agricultural  exposure.  United 
States  manufacturers  utilize  one  half  of  the  world’s 
50,000  ton  production  of  arsenic  trioxide  and  an  esti- 
mated 1.5  million  people  potentially  are  exposed  to 
arsenic  through  their  work.  Industry  also  is  a source  of 
environmental  pollution  with  arsenic.  Insecticides, 
herbicides  and  rodenticides  important  in  farming  con- 
tain arsenic  and  arsenic  containing  compounds  fre- 
quently are  fed  to  poultry,  cattle  and  swine.  Arsenic 
also  is  present  naturally  in  soil  and  water.  In  view  of  the 
widespread  use  of  and  exposure  to  arsenic,  concern  has 
been  voiced  that  the  incidence  of  arsenic  poisoning  is 
increasing. ' 


Arsenic  is  virtually  tasteless  and  odorless  and  is 
absorbed  well  through  the  gastrointestinal  tract,  integu- 
ment and  respiratory  tree  (as  arsine  gas).  The  element 
disseminates  hematogenously  initially  to  liver,  kidney, 
spleen,  lung  and  gastrointestinal  tract  and  to  a lesser 
extent  to  muscle  and  nervous  tissue.  Two  to  four  weeks 
after  ingestion,  arsenic  accumulates  in  hair,  nails  and 
skin  and  eventually  in  bone.  Arsenic  toxicity  is  medi- 
ated through  combination  with  sulfhydryl  groups  and 
subsequent  blockage  of  the  Krebs  cycle  and  through 
substitution  for  phosphate  and  resultant  disruption  of 
oxidative  phosphorylation.  Controversy  exists  as  to 
whether  arsenic  is  a carcinogen  and  teratogen.^ 

The  clinical  manifestations  of  arsenic  poisoning  are 
dependent  on  the  route,  intensity  and  chronicity  of 
exposure.  Inhalation  of  arsine  gas,  commonly  derived 
from  subjecting  arsenic  containing  crude  metals  to 
acids,  initially  results  in  two  to  24  hours  in  constitution- 
al symptoms  including  headache,  dizziness,  weakness 
and  dyspnea  accompanied  by  abdominal  pain,  nausea 
and  vomiting.  Hematuria  and  jaundice  may  supervene. 
Physical  examination  may  disclose  fever,  tachycardia, 
tachypnea  and  a characteristic  bronzing  of  the  skin.^ 

Acute  arsenic  ingestion  is  characterized  by  burning 
and  dryness  of  the  mouth,  a metallic  taste,  garlicky 
odor  to  the  breath  and  dysphagia  occurring  30  minutes 
to  several  hours  after  intake.  Severe  nausea,  vomiting, 
diarrhea  and  abdominal  cramping  ensue  and  with  large 
doses  of  arsenic  consumed,  urinary  retention,  shock 
and  death  prevail.  Occasionally  muscle  spasms,  sei- 
zures, delirium  or  coma  appear.^ 

Chronic  arsenic  poisoning  is  an  insidious  disease 
with  multisystem  involvement.  Cutaneous  manifesta- 
tions appear  within  one  to  four  weeks  and  include 
diffuse  desquamation  over  the  thorax  and  extremities, 
plantar  and  palmar  hyperkeratoses,  facial  edema  and 
the  appearance  of  transverse  white  striae  of  the  finger- 
nails (Mee’s  lines).  Bowen’s  disease  and  nasal  septal 
perforation  are  long-term  complications.  Neuropathy 
which  is  symmetrical  and  involves  sensory  and  motor 
fibers  is  a hallmark  of  the  disease.  It  appears  one  to 
three  weeks  after  exposure  and  consists  of  burning 
paresthesias,  numbness,  weakness  and  even  paralysis. 
Encephalopathic  changes  include  headache,  personal- 
ity disturbance  and  convulsions.  Hematologic  abnor- 
malities are  severe  with  pancytopenia  common.  Di- 
arrhea and  malabsorption  are  frequent  gastrointestinal 
manifestations  while  a variety  of  hepatic  lesions  includ- 
ing fatty  infiltration,  central  necrosis  and  eventual 
cirrhosis  occur.  The  kidney  suffers  ischemic  injury  as 
well  as  glomerular  capillary  damage.  Finally  arsenic  is 
a myocardial  toxin  and  produces  diminished  contractil- 
ity, conduction  disturbances  and  ventricular  fibril- 
lation.*’ 

The  diagnosis  of  arsenic  intoxication  requires  a high 
index  of  suspicion  because  routine  laboratory  tests  do 
not  demonstrate  diagnostic  abnormalities.  The  diagno- 
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observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
super! nfecti on  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Irjformation  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins; 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e.g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 
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sis  should  be  considered  in  any  patient  with  combina- 
tions of  neuropathy,  skin  rash,  hematologic  disturb- 
ances and  gastrointestinal  complaints.  Although  heavy 
metals  in  general  and  arsenic  in  particular  can  be  de- 
tected in  blood,  their  levels  even  during  poisoning  may 
be  too  low  for  accurate  analysis.  However,  heavy  metal 
poisoning  often  is  associated  with  a markedly  increased 
urine  excretion  and  quantitative  24  hour  urine  speci- 
mens are  the  preferred  tests.  Most  patients  with  arsenic 
poisoning  excrete  more  than  0. 1 mg  per  liter  of  urine. 
Chronic  arsenic  intoxication  is  diagnosed  by  determin- 
ing the  level  of  arsenic  in  hair,  nails  and  other  tissues 
with  amounts  of  greater  than  0.1  mg  of  arsenic  per  100 
grams  of  hair  or  nail  diagnostic. ^ 

Treatment  of  acute  arsenic  poisoning  includes  gas- 
tric lavage  and  cathartics  to  reduce  gastrointestinal 
absorption  and  intravascular  volume  repletion  with  in- 
travenous fluids.  Chelation  with  British  anti-lewisite 
(BAL)  is  indicated  for  both  acute  and  chronic  arsenic 
intoxication.  The  recommended  dose  is  3.5  to  5.0  mg 
per  kilogram  of  weight  given  intramuscularly  every 
four  hours  for  the  first  two  days  then  twice  daily  for  at 
least  ten  more  days  or  until  symptoms  have  abated. 
Side  effects  of  BAL  therapy  consist  of  hypotension, 
nausea,  vomiting,  headache,  paresthesias,  chest  dis- 
comfort and  abdominal  pain.  Treatment  with  BAL  is 


most  effective  in  reversing  dermatitis,  bone  marrow 
depression  and  encephalopathy  but  infrequently  ben- 
efits peripheral  neuropathy.^’  Penicillamine  in  doses 
of  250  mg  orally  every  six  hours  for  ten  days  has  been 
utilized  for  continued  manifestations  of  arsenic  poison- 
ing despite  BAL  therapy.  Penicillamine  toxicity  is 
demonstrated  by  fever,  rash,  nausea,  vomiting,  bone 
marrow  depression,  optic  neuritis  and  nephrotox- 
icity.*’ ^ 

In  summary,  the  incidence  of  arsenic  poisoning  may 
be  increasing  because  of  widespread  use  of  and  expo- 
sure to  arsenic.  The  disease  should  be  considered  in  any 
multisystem  illness  of  obscure  origin. 
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from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 
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addiction  treatment,  you're 
equipped  to  deal  with  these 
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Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nation^y  recognized 
treatment  pro^ams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
And  once  recovered,  your 
patients  and  their  farnilies 
return  to  being  the  kind  of 
patients  that  let  you  help 
them  once  again. 

For  further  information  on 
how  a Brookwood  Recovery 


Center  can  help  you  effec- 
tively treat  this  problem, 
call  our  treatment  center  in 
Birmingham  (205/877-1740) 
or  Mobile  j205/633-0900) 
anytime,  day  or  night. 
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Capnocytophaga  Bacteremia  in  a 
Neutropenic  Patient  with  Sinusitis 

Rachel  Brown,  MT/SM  (ASCP) 

Martin  P.  McCann,  M.D.* 


Capnocytophaga  is  a newly  named  genus  of 
gram  negative  bacilli  that  is  recognized  as  a 
normal  inhabitant  of  human  gingival  flora.  It 
can  be  a pathogen  causing  juvenile  periodonti- 
tis, and  has  been  documented  as  causing  bac- 
teremia in  the  compromised  host.'*  ^ This 
organism  has  been  redefined  microbiologically 
from  previously  named  groups  of  Bacteroides 
ochraceus  and  DF-1,  because  of  a requirement 
for  CO2  to  grow,  gliding  mobility,  pigment  pro- 
duction, inactive  biochemical  reactions,  and 
DNA  hybridization  studies.^  Several  antibiotic 
susceptibility  studies  have  been  done,^’  ® 
however,  fastidious  growth  requirements  are 
such  that  these  may  not  be  readily  available.  In 
this  report  we  describe  a case  of  bacteremia 
with  this  organism  in  a neutropenic  patient 
with  sinusitis. 


* Homer  D.  Cobb  Mcmonal  Hospital.  Phoenix  City.  Alabama 


Case  Report 

A thirty-two  year  old  female  with  mixed  connective 
tissue  disease  with  a predominance  of  scleroder- 
mal  symptoms  had  been  treated  on  penicillamine  for 
four  weeks  with  satisfactory  complete  blood  counts. 
She  was  also  on  prednisone  20  mg.  q.i.d.  for  throm- 
bocytopenia. She  presented  with  chills,  fever,  nausea, 
facial  pain  and  costovertebral  angle  pain.  She  was 
admitted  with  the  diagnosis  of  sepsis. 

Her  temperature  was  103°.  Except  for  an  ejection 
murmur,  physical  examination  was  unremarkable. 

Her  initial  laboratory  studies  showed  a WBC  of 
1,200/cumm  with  97%  lymphs,  3%  atypical  lymphs 
and  no  neutrophiles,  Hgb/Hct  12/36,  platelet  count 
187,000/cumm.  X-rays  showed  thickening  of  the  lin- 
ing of  the  left  maxillary  sinus.  The  patient  was  started 
on  broad  spectrum  antibiotics;  Septra  DS  1 amp.  IV  q. 
12  hr..  Piperacillin  2 gm  IV  q.  4 hr.,  and  Amikacin  400 
mg.  IV  q.  8 hr.  After  peaking  to  105.8°  her  temperature 
responded  to  normal  by  the  third  day  post  admission. 
Three  sets  of  blood  cultures  were  ordered  on  the  day  of 
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admission  and  these  were  incubated  aerobically  and 
anaerobically  using  the  Bactec  System  (Johnson  Labo- 
ratories, Towson,  MD).  There  was  no  growth  after 
forty-eight  hours.  Growth  was  detected  anaerobically 
on  one  culture  at  three  days  and  anaerobically  on 
another  at  four  days.  Gram  stains  revealed  slightly 
pleomorphic  gram  negative  rods.  Following  forty-eight 
hours  of  incubation  on  5%  sheep  blood  agar  in  an 
increased  CO2  environment,  characteristic  flat  spread- 
ing colonies  with  a feathery  edge  developed  (gliding 
motility).  On  chocolate  agar,  also  at  forty-eight  hours, 
pinpoint  colonies  developed  showing  faint  yellow  pig- 
mentation. Gram  stains  from  these  cultures  showed  a 
more  characteristic  fusiform  rod  with  tapered  ends. 
Tests  for  oxidase  and  catalase  were  negative. 

A presumptive  identification  as  Capnocytophaga 
species  was  reported  based  on  the  characteristic  colo- 
nial and  cellular  morphology  and  the  isolate ’s  non- 
reactive nature  biochemically.  The  Alabama  State 
Health  Department  confirmed  Capnocytophaga  spe- 
cies. Isolate  was  referred  to  Medical  College  of  Vir- 
ginia for  susceptibility  studies  based  on  agar  dilution. 
The  organism  was  susceptible  at  the  lowest  level  to  all 
antibiotics  tested.  These  were  penicillin  0.5  mcg/ml, 
ampicillin  1.0  mcg/ml,  methicillin  1.0  mcg/ml,  piper- 
cillin  15  mcg/ml,  moxalactam  1.0  mcg/ml,  cefoxitin 
1.0  mcg/ml,  cefazolin  1.0  mcg/ml,  gentamycin  1.0 
mcg/ml,  amikacin  2 mcg/ml,  tetracycline  1.0  mcg/ml, 
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POTENCY 

RESTORED 


The  recent  development  of  the 
Inflatable  Penile  Prothesis  has  restored 
erectile  capacity  to  thousands  of  men 
who  suffered  from  chronic  impotence. 

An  open  forum  support  group  for 
these  men  and  others  who  still  suffer 
from  impotence  has  been  formed  in 
Mobile,  Alabama. 

Potency  Restored  meets  at 
Doctors  Hospital  of  Mobile 
on  the  second  Monday  of 
each  month  at  7 p.m. 

Persons  seeking  information  on  the 
surgery  are  urged  to  attend. 

For  additional  information  call  Doctors 
Hospital  of  Mobile,  (205)  438-4551,  ext. 
645,  Nursing  Services. 


chloramphenicol  1.0  mcg/ml,  erythromycin  1.0  meg/ 
ml,  bactrim  2/38  mcg/ml  and  cefotaxime  1 mcg/ml. 

Bone  marrow  biopsy  showed  a hypoproliferative 
myeloid  series  compatible  with  a drug  induced  myelo- 
suppression.  Her  WBC  returned  to  normal  on  the 
seventh  post  admission  day.  Antibiotics  were  con- 
tinued for  twelve  days  and  the  patient  was  discharged 
afebrile  sixteen  days  after  admission. 

Discussion 


Capnocytophaga  has  been  isolated  from  several 
sites;  throat,  blood,  vagina,  submaxillary  gland,  gin- 
giva in  periodontitis,  spinal  fluid,  a neck  infection,  and 
a knee.^  Several  reports  have  documented  bacteremia 
in  compromised  hosts  with  granulocytopenia.*’  ^ Of 
interest,  one  report^  implicates  the  organism  as  capable 
of  inducing  neutrophile  disfunctions  in  patients  with 
gingival  infection.^  These  disfunctions,  namely  in  vitro 
inability  to  form  polarized  morphology  and  lack  of 
adherence  to  Rebuck  skin  windows,  reversed  and  be- 
came normal  following  tooth  extraction.  This  phe- 
nomenon appears  to  be  a secondary  effect  of  the  organ- 
ism on  neutrophiles,  yet  speculatively,  it  may  some- 
how be  related  to  the  finding  of  the  organism  in  neu- 
tropenic patients. 

As  in  our  patient,  the  organism  is  generally  sensitive 
to  most  antibiotics.  The  tendency  is  for  sensitivity  to  be 
to  the  antibiotics  which  are  known  to  be  useful  in 
anaerobic  infections. 
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Sutter  et  al  studied  twenty-seven  strains  of  capnocy- 
tophaga  by  agar  dilution  techniques."^  All  strains  were 
susceptible  to  achievable  blood  levels  of  pen  G,  cefa- 
clor, cefoxitin,  cefoperazone,  moxalactam,  clindamy- 
cin, chloramphenicol,  and  tetracycline.  Most  were  sus- 
ceptible to  achievable  levels  of  cefamandole, 
erythromycin,  and  metronidazole,  and  more  than  10% 
were  resistant  to  achievable  levels  of  cephlexin  and 
cephradine.  Forlenza  et  al  studied  thirteen  strains, 
measuring  both  MIC  and  MBC.^  Recognizing  the  need 
for  bactericidal  drugs  in  granulocytopenic  patients, 
their  bactericidal  activity  as  measured  by  MBC/MIC 
ratios  were  found  with  penicillin,  ampicillin,  carbeni- 
cillin  and  clindamycin.  With  the  exception  of  cefoxitin, 
cephalosporins  did  not  demonstrate  consistent  anti- 
microbial activity.  They  recommended  that  clindamy- 
cin, penicillin,  ampicillin,  or  carbenicillin  be  the  anti- 
biotic of  choice  in  the  therapy  of  documented  capnocy- 
tophaga  sepsis  and  that  one  of  these  agents  should  be 
included  in  the  empiric  antimicrobial  regimen  used  to 
treat  suspected  sepsis  in  granulocytopenic  patients  with 
oral  mucositis  or  periodontal  disease.  In  their  studies 
high  in  vitro  resistance  was  noted  to  the  aminoglyco- 
sides. 


The  use  of  one  broad  spectrum  penicillin  plus  one 
aminoglycoside  in  neutropenic  patients  is  recom- 
mended by  most  authors.^’  ^ This  regimen,  since  it 
includes  carbenicillin  or  a similar  drug  and  avoids 
cephalosporins,  will  cover  capnocytophaga  during  the 
empiric  phase  of  treatment. 
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Therapeutic  Gastrointestinal 

Endoscopy 

S.  B.  Sundar,  M.D.* 

A.  B.  Reddy,  M.D.* 


The  development  of  flexible  fiberoptic  in- 
struments was  pioneered  at  the  University  of 
Michigan  by  Dr.  Basil  Hirschowitz  and  his  col- 
leagues in  the  1950s.  We  have  come  a long  way 
since  then  and  the  recent  period  has  witnessed  a 
rapid  growth  in  the  use  of  the  endoscope  for 
therapeutic  purposes.  Here  we  attempt  to  re- 
view recent  advances  in  therapeutic  gastroin- 
testinal endoscopy. 


Therapeutic  Esophagoscopy 

Esophageal  dilatation  started  with  the  use  of  whale 
bone  by  Cumin  in  1828.  Since  then,  several  dila- 
tors have  come  into  practice  and  the  ones  that  are 
presently  used  are  Eder-Puestow,  Mallory  and  Hurst 
dilators.  They  exert  radial  and  axial  pressure  on  the 
stricture.  The  newer  balloon  dilators  exert  only  radial 
pressure  and  are  safer  in  the  dilatation  of  tight  stric- 
tures. The  balloon  dilators  are  placed  in  the  stricture 


* Gastroenterologists,  Tuscaloosa,  Ala.  Request  for  reprints:  A.  B.  Reddy,  M.D., 
1647  McFarland  Blvd.  N.,  Tuscaloosa,  Ala.  35406. 


with  the  help  of  an  endoscope  or  with  a guide  wire  and 
inflated  hydrostatically. 

Bleeding  from  esophageal  varices  has  a grave  prog- 
nosis and  most  of  these  patients  have  advanced  alcohol- 
ic liver  disease.  Operative  intervention  has  a high  mor- 
tality. An  alternative  to  control  acute  variceal  bleeding 
in  patients  who  failed  to  respond  to  pitressin  therapy  is 
esophageal  variceal  sclerotherapy,  a technique  which 
was  first  described  by  Crawford  and  Frenckner  in  1939. 
Flexible  fiberoptic  instruments  made  it  easier  for  the 
patients  to  undergo  this  therapy.  The  technique  in- 
volves passing  an  injection  needle  through  an  endo- 
scope and  injecting  the  sclerosant  intravariceally  or 
paravariceally.  Various  sclerosants  like  50%  dextrose, 
sodium  tetradecyl  sulfate,  sodium  morrhuate  and  etha- 
nolamine  oleate  singly  or  in  combination  are  used.  The 
intravariceal  injection  is  used  widely  in  North  America. 
Although  no  controlled  studies  are  available,  scler- 
otherapy stops  acute  variceal  bleeding  in  90%  of  pa- 
tients. It  is  also  effective  in  preventing  recurrent  bleed- 
ing in  patients  who  had  a recent  variceal  hemorrhage. 
MacDougall  et  al  has  reported  that  the  sclerotherapy 
decreased  the  frequency  of  recurrent  variceal  hemor- 
rhage and  significantly  improved  the  survival  com- 
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SORBITRATE 

(ISOSORaOE  DINITRATE) 

Please  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  {isosorbde  dinitrate)  is  indicated  for  the  treatment 
and  prevention  of  angina  pectoris  All  dosage  forms  of  isosorbide  dinitrate  may  be  used 
prophylactically  to  decrease  frequency  and  severity  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin. 

The  sublingual  and  chewable  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectoris  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

COfrre  AJNDICAT10NS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  Idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation. 

WARNINGS:  The  benefits  of  SORBITRATE  dunng  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  established  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE.  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diuretic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 

Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbide  dinitrate  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory.  The  importance  of  tolerance  to  the  appropriate  use  of 
isosorbide  dinitrate  in  the  management  of  patients  with  angina  pectoris  has  not  been 
determined.  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbide  dinitrate  following  the  first  dose  (after  a 2- week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbide  dinitrate  from  placebo  after  4 weeks  of  therapy  and.  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 

Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbide  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly. 

Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbide  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  depending  on  the  agent 

Carcinogenesis,  Mutagenesis,  Impairmer^  of  Fertility:  No  long  term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug.  A modified  two-litter 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  did  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkable  gross  pathology  in  any  parent  or  offspring  fed 
isosorbide  dinitrate  as  compared  with  rats  fed  a basal-controlled  diet. 

Pregnancy  Category  C:  Isosorbide  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  In  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women.  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
established. 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed 

Headache  is  the  most  common  (reported  incidence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%).  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness. pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobin  is  dose-related  and.  in  the  case  of 
genetic  abnormalities  of  hemoglobin  that  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nitrate  could  produce  harmful  concentrations  of  methemoglobin. 

DOSAGE  And  ADMINISTRATION:  For  the  treatment  of  angina  pectoris,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg;  for  chewable  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg.  and  for  controlled-release  forms,  40  mg 

SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  sublingual  or  chewable  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  of  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Sublingual  Tablets  (2  5. 5. 10  mg),  Chewable  Tablets  (5, 10  mg); 
Oral  Tablets  (5. 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 
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STR-2282 


I.  ESOPHAGUS: 

1.  Bleeding: 

1)  Sclerotherapy  of  Esophageal  Varices 

2)  Coagulation: 

a.  Electrocoagulation 
Monopolar 
Bipolar 

b.  Laser  Photocoagulation 

2.  Strictures: 

1)  Benign 

a.  Bougie  dilatation 

b.  Balloon  dilatation 

2)  Malignant: 

a.  Laser  Photocoagulation 

b.  Placement  of  endoprosthesis 
IL  STOMACH 

1.  Bleeding: 

Coagulation: 

a.  Electrocoagulation 
Monopolar 
Bipolar 
Multipolar 

b.  Heater  Probe 

c.  Laser  Photocoagulation 

2.  Nutritional  Support: 

Percutaneous  Endoscopic  feeding  gastrostomy 
and  jej  unostomy 

3.  Palliation  of  Tumor: 

Nd-YAG  Laser  Photocoagulation 
A)  Stricture: 

Balloon  dilatation  in  narrowing  of  pylorus,  gas- 
trojejunostomy stoma  and  gastroplasty  stoma. 

III.  PANCREATICO-BILIARY  TREE: 

1.  Endoscopic  Sphincterotomy. 

2.  Endoscopic  biliary  or  pancreatic  stenting. 

3.  Hydrostatic  Cholangiopancreaticoplasty. 

IV.  COLON: 

1)  Endoscopic  Polypectomy 

2)  Bleeding: 

a.  Electrocoagulation 
Monopolar 
Bipolar 

b.  Laser  Photocoagulation. 

3)  Decompression  of  Intussusception,  volvulus  or 
pseudo-obstruction . 

4)  Palliation  of  Tumors: 

Nd-YAG  Laser  Photocoagulation 

V.  MISCELLANEOUS: 

1)  Foreign  body  removal. 

2)  Disimpaction  of  food  bolus. 

3)  Removal  of  gastric  Bezoars. 


pared  to  a control  group.  The  role  of  prophylactic 
sclerotherapy  is  to  be  assessed. 

Esophageal  carcinoma  is  a debilitating  and  fatal  dis- 
ease which  is  frequently  diagnosed  too  late  for  defini- 
tive surgery.  Palliation  of  the  tumor  can  be  achieved  to 
improve  the  nutritional  status  of  the  patient,  to  prevent 
aspiration,  and  to  occlude  a tracheo-esophageal  fistula 
by  placing  a prosthesis  with  the  help  of  an  endoscope. 
Recently  ND-YAG  laser  is  being  used  to  decrease  the 
size  of  the  tumor  and  to  open  up  the  esophageal  lumen. 
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Therapeutic  Gastroduodenoscopy 

The  management  of  upper  gastrointestinal  bleeding 
is  improved  by  the  endoscopic  application  of  various 
techniques  to  control  bleeding.  Thermal  coagulation  of 
the  bleeding  vessel  by  electrocoagulation,  laser  photo- 
coagulation and  heater  probes  are  being  used  presently. 
Electrocoagulation  can  be  achieved  by  monopolar, 
bipolar  or  multipolar  probes  directly  touching  the 
mucosal  surface.  Controlled  studies  with  monopolar 
electrocoagulation  has  proved  its  value.  With  laser 
photocoagulation,  the  light  energy  is  converted  into 
heat  in  the  tissues  and  coagulation  occurs.  ND-YAG 
laser  stopped  bleeding  in  80-95%  cases  in  some  uncon- 
trolled studies. 

Gastric  outlet  obstruction  secondary  to  pyloric  nar- 
rowing can  be  managed  by  balloon  dilatation  of  the 
pylorus.  A narrowed  gastrojejunostomy  stoma  can  be 
widened  by  appropriately  spaced  cuts  by  electrocau- 
tery. 

Percutaneous  endoscopic  gastrostomy  or  gastroje- 
junostomy, first  described  by  Ponsky  and  Gauderer, 
avoids  general  anesthesia  and  is  also  cost  effective 
compared  to  conventional  surgical  gastrostomy.  It  is 
indicated  in  patients  with  transfer  dysphagia  and  in 
situations  where  prolonged  gastric  decompression 
combined  with  jejunal  feeding  is  desired. 

Therapeutic  ERCP 

Endoscopic  pancreatico-biliary  procedures  have 
avoided  surgery  and  contributed  to  cost-effectiveness 
and  decreased  mortality.  Endoscopic  sphincterotomy 
was  originated  in  Germany  and  Japan  in  1974.  This 
procedure  involves  electrocutting  the  ampullary 
sphincter  to  relieve  obstruction  in  post-chole- 
cystectomy choledocholithiasis,  papillary  stenosis, 
acute  gallstone  pancreatitis,  sump  syndrome  and 
choledocholithiasis  in  high  risk  patients  with  an  intact 
gallbladder. 

Biliary  stents  are  placed  to  bypass  an  obstruction 
caused  by  stricture  or  malignancy.  They  are  also  used 
to  drain  the  biliary  tree  in  patients  with  choledocho- 
lithiasis if  the  patient  is  high  risk  for  surgery  and  the 
stone  is  too  large  to  be  removed  by  sphincterotomy. 

Stents  are  also  being  placed  in  the  pancreatic  duct  in 
patients  with  localized  pancreatic  duct  stricture. 

Hydrostatic  Cholangioplasty  is  a procedure  in  which 
the  balloon  catheter  is  placed  within  a stricture  and  it  is 
inflated  with  a saline  and  contrast  mixture.  This  proce- 
dure also  has  been  used  in  the  pancreatic  duct  strictures. 

Therapeutic  Colonoscopy 

Colonic  polyps  detected  by  barium  enema  or  colon- 
oscopy can  be  removed  by  the  technique  of 
polypectomy  where  a snare  is  passed  around  the  polyp 
and  removed  by  electrosurgery.  Large  polyps  can  be 
removed  by  piecemeal  polypectomy.  The  establish- 


ment of  this  procedure  by  Shinya  in  1969  is  expected  to 
decrease  the  incidence  of  colon  cancer  in  the  future. 

A new  diagnostic  entity  described  with  the  advent  of 
colonoscopy  is  vascular  ectasia  of  the  colon  which 
presents  as  lower  gastrointestinal  bleeding  or  iron  de- 
ficiency anemia  in  the  elderly.  Ablation  of  these  lesions 
can  be  done  by  electrocoagulation  or  laser  photo- 
coagulation. 

Colonoscopy  is  also  used  in  reducing  intussuscep- 
tion, volvulus,  removal  of  foreign  bodies  impacted  at 
the  ileocecal  valve  and  to  decompress  the  large  bowel 
in  colonic  pseudo-obstruction.  ND-YAG  laser  has  been 
used  to  relieve  obstruction  in  inoperable  carcinomatous 
obstruction  of  colon,  rectal  carcinoma  and  to  coagulate 
vascular  ectasia  of  the  colon. 

Miscellaneous 

1)  Removal  of  foreign  objects  — Foreign  bodies  like 
coins,  rings,  and  sharp  objects  can  be  removed  with 
fiberoptic  endoscope.  These  objects  can  be  safely  re- 
moved from  the  esophagus,  stomach,  proximal  small 
bowel  and  colon. 

2)  Food  impaction  — Sudden  onset  of  dysphagia 
during  meal  is  characteristic  of  impaction  of  a bolus  of 
food.  Radiographic  documentation  with  liquid  contrast 
material  is  desirable  prior  to  therapeutic  maneuvers.  If 
simple  measures  like  valsalva  maneuvers  or  use  of 
papain  (carotid  powder)  fail,  the  bolus  can  be  removed 
endoscopically.  Since  this  phenomenon  frequently 
occurs  in  patients  with  organic  stricture,  subsequent 
endoscopic  evaluation  of  esophagus  may  be  worth- 
while. 

3)  Gastric  bezoar  — These  masses  of  inspissated  and 
undigested  material  may  be  fragmented  mechanically 
by  use  of  the  tip  of  an  endoscope  or  a biopsy  forceps  or 
with  the  use  of  Water-Pic  jet. 
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Rxhe  salutes 


Monday  Morning  Quarterbacks 
moke  a major  contribution  to 
sports  medicine 


Considering  the  importance  of  football  under  Coach  Paul 
"Bear"  Bryant  at  the  University  of  Aiabama,  it  is  perhaps  not 
surprising  that  research  into  football  injuries  has  been  under 
way  since  1975  at  the  University  Sports  Medical  Clinic  in 
conjunction  with  the  Division  of  Orthopedic  Surgery  of  the 
University  School  of  Medicine. 

Reducing  football-related  Injuries 
a goal 


Initially  funded  by  Alabama  football  devotees  calling  them- 
selves the  Monday  Morning  Quarterbacks,  the  investigative 
work  was  directed  toward  a comprehensive  understanding  of 
the  mechanisms  of  injuries  related  ta  foatball  in  an  attempt 
to  reduce  their  number  and  severity. ' 

Quarterbacks  frequently  get  neck 
injuries 


In  a recent  analysis  of  1877  high-school  football  injuries  in 
Birmingham,  certain  trends  became  evident.  Injuries  to 
shoulder,  hand/fingers,  head/neck,  knee  and  ankle  account 
for  65.8%  of  all  injuries.  Offensively,  ball  handlers  sustain 
the  most  injuries,  with  the  quarterback  position  inherently  the 
most  hazardous.  Defensively,  linebackers  and  defensive 
backs  sustain  the  greatest  number  of  injuries.  It  would 
appear,  too,  that  since  the  number  of  game  injuries  is  higher 
than  those  in  practice  sessions,  when  normalized  for  time  of 
exposure  or  risk,  player  intensity  is  substantially  heightened 
in  competitive  game  play. ' 


Rule  and  equipment  changes 
affected 


Study  data  have,  additionally,  influenced  rule  changes  and 
equipment  specification  for  high-school  football  players 
throughout  the  state.  Several  studies,  in  Alabama  and  in 
other  areas,  have  demonstrated  a relationship  between  the 
number  and  severity  of  knee  and  ankle  injuries  and  the 
shoes  worn  by  athletes.  Today,  as  a direct  result,  most  play- 
ers in  the  Birmingham  area  wear  soccer-type  shoes  instead 
of  the  old  seven-post  cleated  shoes. ' 

Alabama  football  has  long  influenced  the  way  the  game 
is  played  across  the  country.  It  is  quite  possible  that  research 
into  football  conducted  in  Alabama  will  have  an  analogous 
effect  upon  sports  medicine  in  this  country. 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 


A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 
Librium®  (chlordiazepoxide  HCI/Roche)(S 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropoufs;  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitror 

Each  tablet  contains  5 mg  chlordiozepoxide  and  12  5 mg  amitriptyline  (ds  the  hydrochloride  solt) 

Limbitroi’DS 

Edch  loblet  contoms  10  mg  chlordidzepoxide  ond  25  mg  amitriptyline  (os  the  hydrochloride  salt) 


c 

c 


Easier  to  remember. . . easier  to  prescribe 


•Feighner  JR  etai  Psychopharmacology 61  217-225,  Mar  22.  1979 

Please  see  summary  of  product  information  on  foiiowing  page. 


LIMBITROL'^  (S  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indicahons:  Relief  of  moderofe  fo  severe  depression  ossociofed  with  moderate  to 
severe  anxiety 

Contraindicotions:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use.  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acu  e recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  gloucomo  Severe  constipation  moy  occur  in  patients  taking  tricyclic  antide- 
pressants ond  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses.  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  becouse  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instifufing  fherapy;  advise  patienfs  fo  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rorely  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrowal  symptoms  following  discontinuation  of  either 
component  alone  hove  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturote  withdrawal  for 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  potients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guonethidine  or  similar  anflhypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be  additive.  Discon- 
tinue several  doys  before  surgery.  Limit  concomitant  administration  of  ECT  to  essentiol 
treatment  See  Warnings  for  precautions  about  pregnancy.  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly 
and  debilitated,  limit  to  smallest  etfecfive  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasol  congestion.  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline.  Granulocytopenia,  jaundice  ond  hepatic  dysfunction  have 
been  observed  rarely. 

The  following  list  includes  odverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke. 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomanio  ond  increased  or  decreosed  libido 

Neurologic:  Incoordinotion,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns. 

Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinory  retention,  dila- 
tation of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine:  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion. 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling. 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive.  I.V  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosoge:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained.  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h s.  dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  toblets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  toblets  daily  as  required 
Limbitrol  Tablets,  initial  dosage  of  three  or  tour  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  Doubte  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiozepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (os  the  hydrochloride  salt)— bottles  of  100  and  500;  Tel-E-Dose® 
packoges  of  100,  Prescription  Paks  of  50. 
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Ready  to  start 
your  practice? 

Need  a partner 
or  associate? 

Know  a community 
in  need  of  physicians? 


use  MASA's  Physician  Piacement 
Register  A public  service  of  the 
Medical  Association  of  the  State  of 
Alabama  conducted  for  physicians 
seeking  new  professional  positions 
and  Alabama  communities  that  are 
seeking  the  services  of  a physician. 

For  more  information  and  assist- 
ance, contact  the  MASA  Physician 
Placement  Service: 


19  S.  Jackson  street 
P.O.  BOX  1900-C 
Montgomery,  al  36197 
(205)  263-6441 


One  More  Service  of  MASA 


ANNOUNCING 

MEDICAL  ASSOCIATION  OF  THE  STATE  OF  ALABAMA 

SECOND  ANNUAL  FALL  INVITATIONAL 
SCIENTIFIC  SYMPOSIUM 

Saturday,  September  28,  1985  — 9 A.M.  to  4 P.M. 
Birmingham  Hiiton  Hotei 

Purpose  of  the  Program  — This  program  is  designed  to  allow  Alabama  physicians  to  share  with  their 
colleagues  current  research  efforts  and  professional  concerns.  Topics  selected  will  cover  a wide  range  of 
medical  interests. 

Program  Format  — The  program  will  be  structured  from  the  papers  submitted  by  Alabama  physicians. 
Depending  on  the  number  of  papers  received,  topics,  etc.,  some  papers  will  be  presented  orally,  while 
others  will  be  displayed  by  the  authors  in  an  exhibit  area  during  a designated  period  of  time.  Ample  time  will 
be  provided  for  questions  and  discussions.  Registrants  and  participants  will  receive  and  advance  copy  of 
all  papers. 

Paper  Selection  — Papers  will  be  selected  using  the  following  criteria  and  procedures. 

1 . The  subject  matter  should  be  of  interest  to  physicians  in  a number  of  specialties.  Emphasis  should  be 
on  medical  problems  which  may  be  encountered  by  primary  care  physicians. 

2.  This  is  a program  designed  for  and  presented  by  Alabama  physicians,  so  current  local  research 
efforts  and  professional  concerns  will  be  given  top  consideration. 

3.  The  paper  should  be  one  that  can  be  adequately  outlined  and  covered  in  20  minutes  with  additional 
time  for  questions.  Selectees  will  be  expected  to  prepare  suitable  written  material  to  be  used  with  the 
presentation  for  the  study  and  use  of  the  attendees. 

4.  On  the  final  review  of  papers,  members  of  the  MASA  Council  on  Medical  Education  will  select  topics 
from  a variety  of  specialties  and  physician  interests  to  offer  a balanced  program  of  general  interest. 

Symposium  Timetable  — April  1-May  30,  1985  — Call  for  abstracts.  May  30,  1985  — Final  date  for 
abstracts  to  be  received.  June,  1985  — Review  of  abstracts  by  Council  on  Medical  Education.  Final 
selection  of  papers.  July-September  1985 — Announcements  of  selections;  publicity  and  promotion  of 
Symposium,  printing  of  abstracts  and  handouts.  September  28,  1985  — Program  in  Birmingham. 

SYMPOSIUM  TOPICS  — To  acquaint  potential  presenters  with  the  kinds  of  subjects  that  might  be 
suitable,  the  speakers  and  topics  at  the  1984  Symposium  are  listed  below. 

William  A.  Webb,  M.D.  — “The  Colon  Polyp-Cancer  Relationship-Surveillance  of  High  Risk 
Groups”;  Terry  Treadwell,  M.D.  — “Limb  Salvage";  Richard  Morawetz,  M.D.  — “Surgical 
Treatment  of  Movement  Disorders”;  K.  C.  Brewington,  M.D.  — “Contemporary  Approach  to 
Ovarian  Carcinoma”;  Arthur  Stamler,  M.D.  — “Child  Abuse  and  Neglect”;  John  F.  Shriner,  M.D. 

— “Nutritional  Assessment  and  Management  in  Children  Who  Fail  to  Thrive”;  Nalini  Gubin,  M.D. 

— “Diagnosis  of  Fine  Needle  Aspiration”;  Wilmer  Coggins,  M.D.  — “Medical  Manpower  in 
Alabama”;  George  McCullars,  M.D.  — “Blood  Transfusion  for  the  Practicing  Physician;”  Jiri 
Dubovsky,  M.D.  — “Treatment  of  Spinal  Osteoporosis  with  Fluoride”;  J.  Max  Austin,  M.D.  — 
“GYN  Oncology  Update”:  Theodore  Cone,  M.D.  — “An  Unusual  Reaction  to  Tetanus  Toxoid”; 
Walter  L.  Hogan,  M.D.  — “Update  on  Contraceptive  Rx”;  Robert  Pieroni,  M.D.  — “Neck  Mass 
and  Pericardian  Effusion”:  Shelby  Sanford,  M.D.  — “The  Management  of  Early  Stage  Hodgkins’ 
Disease”;  Clifford  Dacso,  M.D.  (&  Co-author  Patrick  E.  Nolan,  M.D.)  — “Clinical  Relevance  of 
Antibiotic  Combinations.” 

Abstracts  — Abstracts  of  the  proposed  paper  (200-300  words,  double-spaced)  should  be  sent  to  the 
Council  on  Medical  Education,  using  the  form  on  the  reverse,  or  a similar  format. 
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ABSTRACT 

TO:  Council  on  Medical  Education,  MASA,  P.  O.  Box  1900-C,  Montgomery,  AL  36197 

I would  like  to  present  a paper  at  the  MASA  Fall  Invitational  Symposium  on  Saturday,  September  28, 
1985  at  the  Birmingham  Hilton.  An  abstract  (200-300  words  double-spaced)  is  outlined  below: 


Name Address 

(Please  type) 

Phone  
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CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


MISSISSIPPI,  POSITIONS  AVAILABLE.  Immediate/full-time 
positions  available  with  well-established,  growing  emergency 
medical  group  staffing  hospital  emergency  departments  on  a 24 
hour  basis  and  clinics  providing  continual  medical  care  in  Central 
and  South  Mississippi.  Prefer  residency-trained  or  experienced 
physicians  with  specialties  in  any  of  the  following  areas:  emergen- 
cy, family  practice,  internal,  and  industrial  or  occupational  medi- 
cine interested  in  a career  commitment.  Attractive  salary  and  ben- 
efit package.  Career  advancement.  MEA,  P.A.  is  a physician 
owned  and  managed  medical  group  committed  to  the  financial 
security  and  personal  development  of  each  physician  member.  For 
Information  Contact:  James  L.  Heflin,  Ph.D.,  1755  Lelia  Drive, 
Suite  100,  Jackson,  Mississippi  39216-4883  or  call  (601)  366- 
6503. 


Physicians  Signature  Loans  to  $50,000.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


PRIMARY  CARE  PHYSICIANS 
CONSIDERING  AN  HMO? 

HealthAmerica  Corporation,  the  nation’s  largest  indepen- 
dent operator  of  health  maintenance  organizations,  currently 
operates  prepaid  health  plans  nationwide,  with  a total  mem- 
bership of  more  than  487,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  internists,  family  physicians,  and  pediatri- 
cians in  the  Montgomery  area  and  in  other  desirable  locations 
from  coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional 
lifestyle,  free  from  the  business  aspects  and  economic  pres- 
sures of  office  management.  And  you  can  become  a vital  and 
valued  part  of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opp<rrtunity  Employer 


MEDICAL  DIRECTORS/PHYSICIAN  EXECUTIVES 

HealthAmerica  Corporation,  the  nation’s  largest  indepen- 
dent operator  of  health  maintenance  organizations,  currently 
operates  prepaid  health  plans  nationwide,  with  a total  mem- 
bership of  more  than  487,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  medical  directors/physician  executives  in 
the  Montgomery  area  and  in  other  desirable  locations  from 
coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional 
lifestyle,  free  from  the  business  aspects  and  economic  pres- 
sures of  office  management.  And  you  can  become  a vital  and 
valued  part  of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 


3 Bedroom,  2 Bath,  Brick  country  home.  25  miles  from  Southern 
By-Pass.  Highland  Home  area,  with  acreage.  272-3716. 


SEMINARS  — Hilton  Head  Island  — Weekly  Business  Manage- 
ment Seminars.  Accredited,  live  presentations.  Key  note  lecture  by 
Eliot  Janeway.  Spring  and  Fall  Sessions  at  Sea  Pines  Plantation. 
1-800-542-5428 


FAMILY  MEDICINE  FACULTY  POSITION:  The  University  of 
Alabama  at  Birmingham  School  of  Medicine/Department  of  Family 
Medicine  is  recruiting  for  M.D.  faculty  at  the  clinical  instructor 
level  for  the  Selma  Family  Medicine  Residency  Program  in  Selma, 
Alabama.  Call:  (205)  875-4184  or  write:  Donald  Overstreet,  M.D., 
Director,  429  Lauderdale  Street,  Selma,  Alabama  36701.  An 
Affirmative  Action/Equal  Opportunity  Employer. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  collect  at  758-7545  for  more  information. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-GYN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D.,  #33  Medical  Park, 
Valley,  Alabama  36864. 

ARCHITECTURE  PROFESSIONAL  SERVICES  AVAILABLE. 
William  R.  Schaucr — Architect  — 3814  5th  Ct  N,  Birmingham 
AL.  Solar  Energy  Design  — Economics  — Interiors/Dial  205  252 
5151. 


May  1985  / 47 


AUXILIARY 


Mrs.  Art  A.  Stamler 
A-MASA  President 


Find  A Need  and  Fill  It 


As  I assume  the  presidency  of  the  Auxiliary  to  the 
Medical  Association  of  the  State  of  Alabama  I think  of 
the  needs  of  our  organization  — national,  state  and 
county.  Each  level  of  our  confederation  has  needs  that 
are  different,  but  as  a whole  they  are  the  same.  Our 
basic  purpose  is  to  act  as  a support  group  for  our 
spouses.  The  secondary  need  is  to  improve  the  health 
care  of  our  nation  by  working  on  health  projects  in  our 
own  states  and  counties. 

One  of  our  important  needs  is  in  the  field  of  legisla- 
tion. We  have  already  helped  pass  legislation  on  the 
infant  safety  restraint  bill  and  the  health  education  bill. 
But  we  cannot  be  satisfied  with  these  accomplish- 
ments. We  have  to  remain  alert.  We  must  continue  to 
meet  our  legislators  so  they  will  know  us  when  we 
express  our  views  on  legislation. 

And  just  think  of  the  impact  it  would  have  if,  when 
we  send  out  an  SOS,  we  could  get  a response  from 
Auxilians  in  every  county  in  the  state.  Our  latest  project 
was  Operation  Med-Vote.  You’d  be  surprised  how 
many  doctors  and  their  spouses  are  not  registered  to 
vote.  Are  you? 

Financing  medical  education  is  another  need. 
AMAERF  (American  Medical  Association  Education 
and  Research  Foundation)  is  our  way  of  filling  a need. 
To  raise  money  to  finance  programs,  we  hold  bake 
sales,  sell  apples,  have  fashion  shows,  have  raffles,  and 
will  auction  anything  that  can’t  outrun  us.  It’s  amazing 


how  the  income  from  these  efforts  can  mount  up.  Our 
Christmas  Sharing  Cards  and  direct  physician  gifts  are 
also  ways  to  raise  funds.  We  raised  over  2 million 
dollars  last  year  in  the  United  States.  Alabama  Medical 
Schools  received  $38,204.36  this  year. 

A growing  concern  is  malpractice  litigation.  Mal- 
practice suits  are  proliferating,  so  much  so  that  there  is 
a program  from  National  on  how  to  cope  with  a lawsuit. 
Should  your  spouse  face  a malpractice  suit,  he  or  she 
will  need  emotional  support  from  you.  If  the  suit  goes 
to  court,  what  you  do  and  how  you  project  your  image 
may  possibly  affect  the  jury’s  decision.  Be  informed; 
you  may  be  needed. 

Our  Shape-Up-For-Life  program  is  another  way  we 
try  to  meet  the  needs  of  good  health  care  for  our  nation. 
We  have  sponsored  programs  and  projects  dealing  with 
nutrition,  physical  fitness,  and  stress.  Our  focus  now  is 
on  prenatal  and  postnatal  care.  Infant  mortality  rates 
have  increased  in  1 1 states,  and  Alabama’s  rate  is  still 
above  the  national  average.  The  biggest  problem  is  low 
birth-weight  babies;  we  are  combating  the  causes  — 
teenage  pregnancy,  fetal  alcohol  syndrome,  smoking 
and  poor  nutrition  — through  educational  programs. 
We  are  also  actively  promoting  awareness  programs  on 
child  abuse,  infant  care  seat  restraints,  and  organ  dona- 
tions. 

Since  each  county  has  different  needs,  this  program 
is  broad  enough  to  cover  a wide  variety  of  projects. 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough,”  DDS,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . , remarkable.”  DH,  MA 

“(In  clinical  trials) , . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 

OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write;  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Alabama  HERPECIN-L  is  available  at  all  Big  B,  Eckerd,  Harco, 
K&B,  Revco,  SupeRx  Drug  Stores  and  other  select  pharmacies. 


[ 

; We  continue  to  participate  in  International  Health  by 
1 sending  supplies  to  developing  nations.  We  have  sup- 
I plied  the  knowledge  to  start  an  auxiliary  to  the  Guate- 
' malan  Medical  Society.  This  came  out  of  Alabama’s 
j partnership  with  Guatemala  in  the  Partners  of  the 
; Americas. 

; From  our  largest  auxiliary  with  our  500  members  to 
: : our  smallest  with  four  members,  we  are  showing  the 

, State  of  Alabama  that  doctors’  spouses  fill  a need.  We 

! I care  about  the  health  and  safety  of  the  citizens  of 

, 1 Alabama. 

Some  projects  can  be  carried  out  with  as  few  as  two 
; ] Auxilians. 

Our  need  is  to  reach  every  physician’s  spouse  in  the 
ii  i state.  There  are  over  2000  Auxilians  in  our  state.  You 

s i can  join  a county  auxiliary  or  you  can  be  a member-at- 

s large.  We  need  each  of  you  and  we  hope  you  need  us. 

11  Over  sixty  years  ago  when  the  auxiliary  started,  the 

s < meetings  were  often  a get-together  for  fellowship  with 

. I other  doctors’  wives.  Today  the  American  Medical 

2 Association  Auxiliary  is  a powerful  80,000-member 

, group  of  innovative,  motivated,  energetic  spouses 

2 working  to  meet  the  needs  of  medicine.  And  fellowship 
j.  is  still  an  important  aspect  of  our  activities. 

Alabama  has  had  an  increase  in  membership  for  18 
ji  consecutive  years.  No  other  state  auxiliary  has  a record 
like  this.  Let’s  make  it  19  years. 


Our  needs  are  changing.  There  is  much  competition 
for  volunteer  hours.  Our  programs  must  be  interesting, 
effective,  informative  and  viable.  We  can  get  ideas 
from  the  Project  Bank,  Facets,  packaged  programs  and 
pamphlets  from  National.  We  can  learn  how  at  regional 
workshops,  continuing  education  programs  and  confer- 
ences. 

But  in  the  final  analysis,  for  AMASA  to  continue  to 
grow  and  thrive  we  have  to  fill  a need. 

We  have  to  care.  We  need  every  Auxilian  in  every 
county.  Our  success  depends  on  the  counties’  effective- 
ness. The  National  depends  on  the  states.  We  are  a 
confederation.  We  need  to  work  as  a unit  — county, 
state  and  national. 

I have  been  a member  of  a medical  auxiliary  since 
1952.  I started  as  a resident  wife.  I have  been  active  in 
six  different  counties  in  three  different  states.  The  aux- 
iliaries in  which  I have  been  active  have  been  as  small 
as  nine  members  and  as  large  as  150  members.  I had  a 
need  and  auxiliary  helped  to  fill  that  need. 

Come  join  me  this  year.  Let’s  find  a need  and  fill  it. 
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Bea  Physician 
and  a family  man 

There’s  time  for  both. 


Find  yourself... 
and  your  family 
in  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
trained  technical  staff.  You’ll  have 
the  standing  of  an  officer  AND  a 
professional.  Yet,  there’s  challenge, 
too.  Air  Force  medicine  ranges  from 
research  to  every  conceivable  type  of 
clinical  practice,  in  every  conceiv- 


able location 
you  can  imagine. 
Off-duty,  you  and  your 
family  can  enjoy  the  excellent 
recreational  facilities  of  the  Air 
Force  Base  of  your  choice. 
One  month  vacation  with  pay... and 
many  other  extras.  Health  Profes- 
sion Scholarships  are  available 
to  medical  students. 


Find  out  more  about  your  future  in  Air  Force  Medicine; 
we’ll  answer  your  questions  promptly  and  without  obligation.  Contact: 

MSgt  GODWIN  (2051832-7501 


A great  way  of  life. 


COMPLETE 

LABORATORY 

DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOP,  THE  PPEDIQADILITY 
CONFIITMED  BY  EXPERIENCE 

dalmane;» 

flurozeponn  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'" 

• More  total  sleep  time'" 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^"* 

• Patients  usually  awake  rested  and  refreshed'" 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy'"'”" 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  dunng  therapy  Limit  dose  to  15  mg  in  elderly  or  debiliuted  patients 
Contraindicated  dunng  pregnancy 


DiALMAHE’e 

flurozepom  HCI/Poche 

References;  1.  Kales  J ef  a/:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971.  2.  Kales  A ef  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975.  3.  Kales  A ef  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976.  4.  Kales  A 
ef  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982. 

5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J din 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Tfier  27 :355-361 , 
Mar  1977.  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amrein  R ef  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326.  May  1981.  11.  Greenblatt  DJ 
ef  al:  Sleep  5(Suppl  1):S18-S27,  1982.  12.  Kales  A 
ef  al:  Pharmacology  26:121-137  1983. 
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flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapiering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, stawering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hyjxilension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT.  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage.  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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See  preceding  |»ge  for  references  and  summary  of  product  information. 
Copyright  © 1984  by  Roche  Products  Inc.  All  rights  reserved. 


There  are  many  insurance  companies  doing  business  in 
Alabama.  You  probably  recognize  them  by  their  ad  symbols. 

Physicians  symbolize  Mutual  Assurance . . . Like  Dr.  Jon 
Sanford  of  Fayette,  a member  of  our  Board  of  Directors. 

Mutual  Assurance . . . 

Created  by  Alabama  physicians  — not 
insurance  executives. 

For  Alabama  physicians — with  your 
common  insurance  problems. 

Operated  hy  Alabama  physicians — and 
we  know  who  offers  the  best  coverage  for 
Alabama  physicians . . . 

because  the  feeling  is  Mutual. 


.Mutual 

Assurance 

Society  of  Alabama 


Quick: 

Name  The  Com 


Brief  Summary  of  Prescribing  Information 

NORLESTRIN'  (norethindrone  acetate  and  ethinyl  estradiol  tablets,  USP) 

See  section  under  Special  Notes  on  Administration  and  HOW  SUPPLIED. 

Before  prescribing  please  see  lull  prescribing  information  A Brief  Summary  follows 

DESCRIPTION 

Norlesirin  Products  are  progestogen-estrogen  combinations 

INDICATIONS  AND  USAGE 

Norlesirin  Products  are  indicated  for  the  prevenlion  of  pregnancy  in  women  who  elect  to  use 
oral  contraceptives  as  a method  of  contraception 
In  clinical  Inals  with  Norlestnn  1/50  involving  25,983  Iherapy  cycles,  Ihere  was  a preg- 
nancy rale  of  0 05  per  100  woman-years;  in  clinical  trials  with  Norlesirin  2,5/50  involving 
96,388  cycles,  ihere  was  a pregnancy  rate  of  0.22  per  100  woman  years 
Dose-Related  Risk  of  Thromboembolism  from  Oral  Contraceptives:  Studies  have 
shown  a positive  association  between  the  dose  of  estrogens  in  oral  conlraceptives  and  the 
risk  ol  thromboembolism  It  is  prudent  and  in  keeping  with  good  principles  of  therapeutics  to 
minimize  exposure  to  estrogen  The  oral  contraceptive  prescribed  for  any  given  patient 
should  be  lhat  product  which  contains  the  least  amount  of  estrogen  that  is  compatible  with 
an  acceptable  pit  gnancy  rale  and  patient  acceptance 
CONTRAINDICATIONS 

1 I hrombophlebilis  or  thromboembolic  disorders 

2 A past  history  ot  deep-vein  thrombophlebitis  or  thromboembolic  disorders 

3 Cerebral  vascular  or  coronary  artery  disease 

4 Known  or  suspected  carcinoma  of  the  breast 

5 Known  or  suspected  estrogen-dependent  neoplasia 

6 Undiagnosed  abnormal  genital  bleeding 

7 Known  or  suspected  pregnancy  (See  WARNING  No  5) 

8 Benign  or  malignant  liver  tumor  which  developed  during  the  use  of  oral  contraceptives 
or  other  estrogen-containing  products 

WARNINGS 

Cigarette  smoking  increases  the  risk  of  serious  cardiovascular  side  effects  from 
oral  contraceptive  use.  The  risk  increases  with  age  and  with  heavy  smoking  (15  or 
more  cigarettes  per  day)  and  is  quite  marked  in  women  over  35  years  of  age. 

Women  who  use  oral  contraceptives  should  be  strongly  advised  not  to  smoke. 

The  use  of  oral  contraceptives  is  associated  with  increased  risk  ot  several  serious 
conditions  including  thromboembolism,  stroke,  myocardial  infarction,  hepatic  ade- 
noma. gallbladder  disease,  and  hypertension  Practitioners  prescribing  oral  contracep- 
lives  should  be  tamiliar  with  the  tollowing  information  relating  to  these  risks 

1 Thromboembolic  Disorders  and  Other  Vascular  Problems  An  increased  risk  ot  throm- 
boembolic and  thrombotic  disease  associated  with  the  use  of  oral  contraceptives  is  well- 
established,  Studies  have  demonstrated  an  increased  risk  of  fatal  and  nontatal  venous 
thromboembolism  and  stroke,  both  hemorrhagic  and  thrombotic. 

Cerebrovascular  Disorders:  In  a collaborative  study  in  women  with  and  without  predispos- 
ing causes,  it  was  estimated  that  the  risk  of  hemorrhagic  stroke  was  2 0 times  greater  in 
users  than  nonusers,  and  the  risk  of  thrombotic  stroke  was  4 0 to  9 5 times  greater 
Myocardial  Infarction:  An  increased  risk  ol  myocardial  infarction  associated  with  oral 
contraceptives  has  been  reported  confirming  a previously  suspected  association  These 
studies  found  that  the  greater  the  number  of  underlying  risk  factors  (cigarette  smoking, 
hypertension,  hypercholesterolemia,  obesity,  diabetes,  history  ot  preeclamptic  toxemia)  for 
coronary  artery  disease,  the  higher  the  risk  of  developing  myocardial  infarction,  regardless 
of  whether  the  patient  was  an  oral  contraceptive  user  or  not  Oral  conlraceptives,  however, 
were  found  to  be  a clear  additional  risk  factor 
It  has  been  estimated  that  users  who  do  not  smoke  (smoking  is  considered  a major  pre- 
disposing condition  to  myocardial  infarction)  are  about  twice  as  likely  to  have  a fatal  myo- 
cardial infarction  as  nonusers  who  do  not  smoke  Oral  contraceptive  users  who  are  smokers 
have  about  a fivefold  increased  risk  of  fatal  infarction  compared  to  users  who  do  not  smoke, 
but  about  a tenfold  to  twelvefold  increased  risk  compared  to  nonusers  who  do  not  smoke 
The  amount  of  smoking  is  also  an  importani  factor 

Risk  of  Dose:  In  an  analysis  of  data,  British  investigators  concluded  lhat  the  risk  of  throm- 
boembolism. including  coronary  thrombosis,  is  directly  related  to  the  dose  of  estrogen  used 
in  oral  contraceptives,  however,  the  quantity  of  estrogen  may  not  be  the  sole  factor  involved 
Persistence  of  Risk:  Two  studies  have  suggested  that  an  increased  risk  may  persist  tor  as 
long  as  6 years  after  discontinuation  of  oral  contraceptive  use  for  cerebrovascular  disease 
and  9 years  for  myocardial  infarction  In  addition,  a prospeclive  study  suggested  the  per- 
sistence of  risk  for  subarachnoid  hemorrhage 

Estimate  of  Excess  Mortality  from  Circulatory  Diseases:  The  risk  ol  diseases  ot  the  cir- 
culatory system  is  concentrated  in  older  women,  in  those  with  a long  duration  of  use,  and  in 
cigarette  smokers 

A study  of  available  data  from  a variety  of  sources  concluded  that  the  mortality  associated 
with  all  methods  of  birth  control  is  low  and  below  that  associated  with  childbirth  with  the 
exception  of  oral  contraceptives  m women  over  40  who  smoke 
The  risk  ot  thromboembolic  and  thrombotic  diseases  associated  with  oral  contraceptives 
increases  with  age  after  approximately  age  30  and.  for  myocardial  infarction,  is  further 
increased  by  hypertension,  hypercholesterolemia,  obesity,  diabetes,  or  history  ot  pre- 
eclamptic toxemia,  and  especially  by  cigarette  smoking 
The  physician  and  the  patient  should  be  alert  to  the  earliest  maniteslalions  ot  thromboem- 
bolic and  thrombotic  disorders  Should  any  occur  or  be  suspected,  ihe  drug  should  be  dis- 
continued immediately 

A fourfold  to  sixfold  increased  risk  of  postsurgery  Ihromboembolic  complications  has 
been  reported  m users  If  feasible,  oral  contraceptives  should  be  discontinued  at  least  four 
weeks  before  surgery  of  a lype  associated  with  an  increased  risk  ot  thromboembolism  or 
prolonged  immobilization 

2 Ocular  Lesions  Neuro-ocular  lesions,  such  as  optic  neuritis  or  retinal  thrombosis,  have 
been  associated  with  Ihe  use  of  oral  contraceptives  Discontinue  Ihe  oral  coniraceplive  if 
Ihere  is  unexplained  sudden  or  gradual,  partial,  or  complete  loss  ot  vision,  onset  of  propto- 
sis  or  diplopia,  papilledema,  or  retinal  vascular  lesions 

3 Carcinoma  Long-lerm  continuous  administration  ot  estrogen  in  certain  animal  species 
increases  the  frequency  ol  carcinoma  ot  Ihe  breast,  cervix,  vagina,  and  liver 

In  humans,  an  increased  risk  of  endometrial  carcinoma  associated  wilh  Ihe  prolonged 
use  ot  exogenous  estrogen  in  postmenopausal  women  has  been  reported  However,  there 
IS  no  evidence  suggesting  increased  risk  ot  endometrial  cancer  in  users  ol  conventional 
combination  or  progestogen-only  oral  contraceptives 
Studies  found  no  evidence  of  increase  in  breast  cancer  in  women  taking  oral  contracep- 
tives. however,  an  excess  risk  in  users  with  documented  benign  breast  disease  was 
reported 

There  is  no  confirmed  evidence  of  an  increased  risk  ol  cancer  associated  with  oral  contra- 
ceptives Close  clinical  surveillance  of  users  is,  neverlheless.  esseniial  In  cases  of  undiag- 
nosed persistent  or  recurrent  abnormal  vaginal  bleeding,  appropriate  diagnostic  measures 
should  be  taken  to  rule  out  malignancy  Women  wilh  a strong  family  history  of  breast  cancer 
or  who  have  breast  nodules,  fibrocystic  disease  or  abnormal  mammograms,  should  be 
monitored  with  particular  care 

4 Hepatic  Tumors  Benign  hepatic  adenomas  have  been  found  to  be  associated  with  oral 
contraceptives  Because  hepatic  adenomas  may  rupture  and  may  cause  death  through 
inira-abdominal  hemorrhage,  they  should  be  considered  in  women  presenting  abdominal 
pain  and  tenderness,  abdominal  mass,  or  shock 

A tew  cases  ot  hepatocellular  carcinoma  have  been  reported  in  women  taking  oral  contra- 
ceptives The  relationship  ot  these  drugs  to  this  type  ot  malignancy  is  not  known  at  this  time 

5 Usage  in  or  Immediately  Preceding  Pregnancy.  Birth  Defects  in  Offspring,  and  Mafig- 
nancy  in  Female  Olfspring  During  early  pregnancy  female  sex  hormones  may  seriously 
damage  the  offspring 

An  increased  nsk  ot  congenital  anomalies,  including  hear!  detects  and  limb  detects,  has 
been  reported  with  Ihe  use  of  oral  contraceptives  m pregnancy 
There  is  some  evidence  that  triploidy  and  possible  other  types  of  polyploidy  are  increased 
among  abortuses  from  women  who  become  pregnant  soon  after  ceasing  oral 
contraceptives 

Pregnancy  should  be  ruled  out  before  continuing  an  oral  contraceptive  in  any  patient  who 
has  m.ssed  two  consecutive  menstrual  periods  If  Ihe  patient  has  nol  adhered  to  the  sched- 


ule. the  possibility  ot  pregnancy  should  be  considered  at  the  time  ot  the  first  missed  period, 
and  oral  contraceptives  should  be  wilhheld  until  pregnancy  has  been  ruled  out  If  preg- 
nancy IS  confirmed,  the  patient  should  be  apprised  of  the  potential  risks  to  Ihe  fetus  and  Ihe 
advisability  of  continuation  of  the  pregnancy  should  be  discussed 
Women  who  discontinue  oral  contraceptives  with  the  intent  of  becoming  pregnant  should 
use  an  alternate  form  of  contraception  for  a period  of  time  before  attempting  to  conceive 
Administration  of  progestogen-only  or  progestogen-estrogen  combinations  to  induce 
withdrawal  bleeding  should  not  be  used  as  a test  ot  pregnancy 

6 Gallbladder  Disease  Studies  report  an  increased  risk  of  surgically  confirmed  gallblad- 
der disease  in  users  of  oral  contraceptives 

7 Carbohydrate  and  Lipid  Metabolic  Effects  Because  decreased  glucose  tolerance  has 
been  observed  in  a significant  percentage  ot  patients,  prediabetic  and  diabetic  patients 
should  be  carefully  observed  while  receiving  oral  contraceptives 

An  increase  in  triglycerides  and  total  phospholipids  has  been  observed 

8 Elevated  Blood  Pressure  An  increase  in  blood  pressure  has  been  reported  m patients 
receiving  oral  conlraceptives  The  prevalence  in  users  increases  with  longer  exposure  Age 
IS  also  strongly  correlated  with  development  of  hypertension  Women  who  previously  have 
had  hypertension  during  pregnancy  may  be  more  likely  to  develop  elevation  of  blood 
pressure 

9 Headache  Onset  or  exacerbation  of  migrame  or  development  of  headache  of  a new 
pattern  which  is  recurrent,  persistent,  or  severe,  lequires  discontinuation  ot  oral 
contraceptives 

10  Bleeding  Irregularities.  Breakthrough  bleeding,  spotting,  and  amenorrhea  are  fre- 
quent reasons  for  patients  discontinuing  oral  contraceptives  In  breakthrough  bleeding 
nonfunctional  causes  should  be  borne  in  mind  In  undiagnosed  abnormal  bleeding  from  the 
vagina  adequate  diagnostic  measures  are  indicated  to  rule  out  pregnancy  or  malignancy 

Women  with  a past  history  of  oligomenorrhea  or  secondary  amenorrhea,  or  young  women 
without  regular  cycles  should  be  advised  that  they  may  have  a tendency  to  remain  anovula- 
tory or  to  become  amenorrheic  after  discontinuation  ot  oral  contraceptives 

11  Ectopic  Pregnancy  Ectopic  as  well  as  intrauterine  pregnancy  may  occur  in  contracep- 
tive faitures 

12  Breast-Feeding  Oral  contraceptives  may  interfere  with  lactation  Furthermore,  a small 
fraction  of  Ihe  hormonal  agents  in  oral  contraceptives  has  been  identified  in  the  milk  of  moth- 
ers receivir  g these  drugs 

PRECAUTIONS 

1 A complete  medical  and  family  history  should  be  taken  prior  to  Ihe  initiation  of  oral  con- 
traceptives The  pretrealment  and  periodic  physical  examinations  should  include  special 
reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs,  including  Papanicolaou 
smear  and  relevant  laboratory  tests  As  a general  rule,  oral  contraceptives  should  not  be 
prescribed  lor  longer  than  one  year  without  another  examination 

2 Preexisting  uterine  leiomyomata  may  increase  in  size 

3 Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and  Ihe  drug 
discontinued  if  depression  recurs  to  a serious  degree 

4 Oral  conlraceptives  may  cause  fluid  retention  and  should  be  prescribed  with  caution, 
and  only  with  careful  monitoring,  in  patients  with  conditions  which  might  be  aggravated 

5 Patients  with  a past  history  ot  jaundice  during  pregnancy  have  an  increased  risk  of 
recurrence  of  jaundice  If  jaundice  develops.  Ihe  medication  should  be  discontinued 

6 Steroid  hormones  may  be  poorly  metabolized  and  should  be  administered  with  caution 
in  patients  with  impaired  liver  function 

7 Users  may  have  disturbances  in  normal  tryptophan  metabolism,  which  may  result  in  a 
relative  pyridoxine  deficiency 

8 Serum  folate  levels  may  be  depressed 

9 The  pathologist  should  be  advised  of  oral  contraceptive  therapy  when  relevant  speci- 
mens are  submitted 

10  Certain  endocrine  and  liver  function  tests  and  blood  components  may  be  affected 
(a)  Increased  sulfobromophthalem  retention  (b)  Increased  prothrombin  and  factors  VII, 

VIII.  IX,  and  X,  decreased  antithrombin  3.  increased  norepinephrine-mduced  platelet  aggre- 
gability  (c)  Increased  Ihyroid-bindmg  globulin  (TBG)  leading  to  increased  circulating  total 
thyroid  hormone  (d)  Decreased  pregnanediol  excretion  (e)  Reduced  response  to  metyra- 
pone  test 

Drug  Interactions:  Reduced  efficacy  and  increased  incidence  of  breakthrough  bleeding 
have  been  associated  with  concomitant  use  ol  rifampin  A similar  association  has  been  sug- 
gested with  barbiturates,  phenylbutazone,  phenytoin  sodium,  tetracycline  and  ampicillin 

ADVERSE  REACTIONS 

An  increased  risk  ol  the  tollowing  serious  adverse  reactions  has  been  associated  with  oral 
contraceptives  thrombophlebitis,  pulmonary  embolism,  coronary  thrombosis,  cerebral 
thrombosis,  cerebral  hemorrhage,  hypertension  gallbladder  disease  benign  hepatomas, 
congenital  anomalies 

There  is  evidence  ol  an  association  between  the  following  conditions  and  Ihe  use  of  oral 
contraceptives,  although  additional  confirmatory  studies  are  needed  mesenteric  thrombo- 
sis. neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 
The  lotlowing  adverse  reactions  have  been  reported  in  patients  receiving  oral  contracep- 
tives and  are  believed  to  be  drug  related  nausea  and/or  vomiting,  usually  the  most  com- 
mon adverse  reactions,  occur  m approximately  10%  or  less  of  patients  during  the  first  cycle 
Other  reactions,  as  a general  rule,  are  seen  much  less  frequently  or  only  occasionally 
gastrointestinal  symptoms:  breakthrough  bleeding,  spotting,  change  m menstrual  flow, 
dysmenorrhea  amenorrhea  during  and  after  treatment,  temporary  infertility  alter  discon- 
tinuance of  treatment,  edema,  chloasma  or  melasma,  breast  changes,  change  in  weight 
change  in  cervical  erosion  and  cervical  secretion,  possible  diminution  m lactation  when 
given  immediately  postpartum,  cholestatic  jaundice,  migraine,  increase  in  size  ot  uterine 
leiomyomata,  rash  (allergic),  mental  depression,  reduced  tolerance  to  carbohydrates, 
vaginal  candidiasis,  change  in  corneal  curvature,  intolerance  to  contact  lenses 
The  following  adverse  reactions  have  been  reported  and  the  association  has  been  neither 
confirmed  nor  refuted  premenstrual-like  syndrome:  cataracts,  changes  in  libido,  chorea, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  hirsutisnl, 
loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum,  hemorrhagic  eruption,  vaginitis, 
porphyria 

Special  Notes  on  Administration 

Menstruation  usually  begins  two  or  three  days,  but  may  begin  as  late  as  the  fourth  or  fifth 
day  after  discontinuing  medication 

After  several  months  on  treatment,  bleeding  may  be  reduced  to  a point  ot  virtual  absence, 
reduced  flow  may  be  a result  of  medication  and  not  indicative  of  pregnancy 

HOW  SUPPLIED 

Norlestnn  l21j  1/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet  contains 
1 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  packages  of  five 
compacts  and  packages  of  five  refills 

Norlestnn  2ll  2 5/50  is  available  in  compacts  each  containing  21  tablets  Each  tablet 
contains  2 5 mg  of  norethindrone  acetate  and  50  meg  of  ethinyl  estradiol  Available  in  pack- 
ages of  five  compacts  and  packages  of  five  refills 

Norlesirin  [F^  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 
brown  tablets  Each  yellow  tablet  contains  1 mg  ol  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  fumarate,  USP  Available  m 
packages  ol  live  compacts  and  packages  of  five  refills 
Norlestnn  [FE  2 5/50  is  available  in  compacts  each  containing  21  pink  tablets  and  7 
brown  tablets  Each  pink  tablet  contains  2 5 mg  of  norethindrone  acetate  and  50  meg  ol 
ethinyl  estradiol  Each  brown  tablet  contains  75  mg  of  ferrous  lumarale.  USP  Available  in 
packages  ol  five  compacts  and  packages  of  five  refills 
Norlestnn  [28]  1/50  is  available  in  compacts  each  containing  21  yellow  tablets  and  7 white 
inert  tablets  Each  yellow  tablet  contains  1 mg  of  norethindrone  acetate  and  50  meg  of 
ethinyl  estradiol  Available  in  packages  ot  five  compacts  and  packages  of  live  refills 
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Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 
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MPM  1000  Simplifies  Your  Paperwork 
You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 
The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 
With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 
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coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 
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Concerning  Manuscripts 


Manuscripts  should  be  typewritten,  double  spaced 
on  white  paper  8‘/2xl  1 inches  with  adequate  margins. 
Two  copies  should  be  submitted.  Authority  for  approv- 
al of  all  contributions  rests  with  the  Editor.  Alabama 
Medicine  reserves  the  right  to  edit  any  material  submit- 
ted. The  publishers  accept  no  responsibility  for  opin- 
ions expressed  by  contributors. 

Style:  The  first  page  should  list  title  (please  be  brief), 
the  author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Bibliographies  must  contain,  in  the  order 
given:  Name  of  author,  title  of  article,  name  of 
periodicals  with  volume,  page,  month  — day  of  month 
if  weekly  — and  year.  Number  should  be  limited  to 
absolute  minimum.  References  should  be  numbered 
consecutively  in  order  in  which  they  appear  in  the  text. 

The  Stylebook! Editorial  Manual,  published  by  the 
AMA,  is  the  general  reference  for  questions  of  style.  It 
is  particularly  useful  in  the  proper  presentation  of  data. 
When  conflicts  occur  between  usage,  etc. , by  an  author 
and  the  stylebook,  these  will  be  resolved  in  favor  of  the 
author  if  his  method  is  persuasive  and  logical. 

Helpful  to  many  writers  is  The  Elements  of  Style  by 
William  Strunk,  Jr.,  and  E.  B.  White,  which  empha- 
sizes brevity,  vigor  and  clarity. 


Final  authority  on  grammar  is  Webster’s  New  Inter- 
national, Unabridged,  Second  Edition. 

Length  of  Articles:  Articles  should  not  exceed 
3,000  words  (approximately  3-4  printed  pages).  Under 
exceptional  circumstances  only  will  articles  of  more 
than  4,000  words  be  published. 

Illustrations:  Illustrations  should  be  numbered  con- 
secutively and  indicated  in  the  text.  The  number,  in- 
dication of  the  top,  and  the  author’s  name  should  be 
attached  to  the  back  of  each  illustration.  Legend  should 
be  typed,  numbered,  and  attached  to  each  illustration. 
Photographs  should  be  clear  and  distinct;  drawings 
should  be  made  in  black  ink  on  white  paper.  For  photo- 
graphs, glossy  prints  are  preferred. 

Reprints:  Reprint  orders  should  be  returned  at  once. 
Prices  for  reprints,  based  on  number  of  pages,  will  be 
furnished  upon  request  by  MASA  Services.  Com- 
munications should  be  addressed  to  Alabama  Medi- 
cine, The  Medical  Association  of  the  State  of  Alabama, 
P.  O.  Box  1900-C,  Montgomery,  Alabama  36197. 
Telephone  (205)  263-6441,  or  (toll-free  in  Alabama) 
1-800-392-5668. 
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Soaking  The  Middle  Class 


The  latest  word  is  that  Medicare  won’t  collapse  as 
scheduled  in  a few  years,  but  will  collapse  a bit  later.  Or 
something  like  that.  That’s  the  trouble  with  projections 

— when  you  extropolate  present  experience  to  some 
future  time,  everything  depends  on  what  data  you  are 
extrapolating. 

A downturn  in  Medicare  utilization  rates  enabled  the 
Washington  statisticians  to  push  the  vanishing  point 
back  a few  years.  Later  this  year,  perhaps,  the  same 
extension  process  from  new  data  may  move  that  on- 
again-off-again  insolvency  date  back  closer  to  us  once 
more.  Who  knows?  Budget  deficit  projections  change 
almost  hourly  these  days  and  depend  to  a great  extent 
on  who  is  making  them  and  for  what  purpose.  Medicare 
seems  to  have  come  down  with  a case  of  similar  inter- 
mittent fevers. 

However,  the  daggers  are  already  drawn  to  slash 
Medicare  some  more  this  year  and  the  debate  continues 
over  priorities.  One  notion  still  being  kicked  around  is 
that  Medicare  recipients  really  don’t  need  all  that  pro- 
tection because  many  of  them  — maybe  most  of  them 

— are  rolling  in  assets. 

The  corollary  to  this  argument  is  that  since  so  many 
of  the  recipients  are  gotrocks  types,  why  not  cut  their 
benefits  to  the  bone  and  give  great  chunks  of  their 
entitlements  to  the  poor?  The  poor  seem  to  have  an 
insatiable  appetite  for  all  the  doctoring  and  hospitaliza- 


tion the  bureaucrats  make  available  to  them. 

In  other  words,  say  to  middle-class  retirees  some- 
thing like  this:  Well,  you  were  thrifty  and  prudent 
through  the  years,  putting  aside  for  your  retirement. 
You  own  your  own  home,  have  a modest  pension,  and  a 
few  thousand  in  stocks  or  cash.  Therefore,  since  others 
don’t  have  as  much,  you  must  forego  your  Medicare 
coverage,  or  a large  part  of  it,  because  others  want  it. 

One  piece  of  backtalk  we  don’t  want  to  hear  from 
you  affluent  retirees  is  that  others  had  the  same  chance 
in  this  country  of  opportunity  to  feather  their  nest  but 
didn’t. 

That  argument  is  un-American,  a violation  of  the 
liberal  dogma  that  in  all  social  programs  the  last  shall  be 
first.  And  where  did  you  ever  get  the  idea  that  Medicare 
is  an  insurance  program,  an  entitlement  you  paid  for 
during  all  those  years?  It  is  only  a revocable  gift  by  a 
generous  government  that  now  wants  to  take  yours 
back  and  give  it  to  somebody  else. 

One  of  the  major  premises  of  this  kind  of  reasoning  is 
that  Americans  who  have  been  on  Social  Security  for  a 
few  years  are  sitting  pretty.  The  statistical  basis  for  this 
theory  is  that  between  1950  and  1983  Social  Security 
benefits  jumped  905%  while  the  consumer  price  level 
rose  only  312%;  and  that  wages  of  working  Americans 
rose  by  only  451%  in  the  same  period. 

It  follows  then  that  Social  Security  recipients  are  way 
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ahead  of  the  game  and  can  afford  to  have  their  pockets 
picked  by  Washington.  Their  ‘ ‘real”  income  rose  twice 
as  fast  as  wages  in  general  for  the  average  family; 
therefore,  they  are  plush. 

This  was  the  burden  of  a report  floated  by  the  Admin- 
istration’s Council  on  Economic  Advisers,  plainly 
laying  the  predicate  for  socking  it  to  middle-class  re- 
tirees. The  argument  goes  on  that  even  the  CPI  doesn’t 
tell  all  the  story  of  how  well  off  all  these  people  are. 

The  market  basket  by  which  the  CPI  is  computed  is 
out  of  kilter,  these  tendentious  critics  say.  Since  it 
contains  many  things  the  average  retirees  don’t  buy  — 
new  homes,  new  cars,  major  appliances,  etc.  — their 
CPI  in  a modified  market  basket  would  be  much  lower. 

Stuff  and  nonsense,  responded  Professor  Paul 
Davidson  of  Rutgers,  an  economist  who  has  made  a 
specialty  of  Social  Security.  All  the  Council  is  doing. 
Prof.  Davidson  said,  is  searching  for  ‘‘sacrificial  wel- 
fare-state lambs  to  reduce  the  Reagan  budget.” 

The  Council  figures  won’t  wash,  he  says,  because 
they  are  using  the  CPI  as  a deflator  to  prove  real  gains 
by  Social  Security  recipients  compared  with  average 
wage  and  salary  families. 

But  in  doing  so.  Prof.  Davidson  writes,  the  deflators 
are  creating  a far  greater  bias,  this  time  against  the 
elderly.  Because  of  their  age,  a major  proportion  of 
their  income  goes  for  hospital  and  doctor  bills,  phar- 
maceuticals, nursing  homes  and  all  the  rest.  Prof. 
Davidson  argues: 

‘‘We  know  that  medical  costs,  since  1950,  have 
skyrocketed  relative  to  other  components  of  the  con- 
sumer market  basket.  Thus,  if  we  were  to  compute  a 
CPI  for  the  elderly,  and  if  it  were  to  measure  the 
elderly’s  true  cost  of  living,  it  would  be  heavily  weight- 
ed by  medical  costs  and  would  probably  have  risen  at  a 
rate  more  than  twice  the  CPI  for  the  average  salary- 
recipient  family. 

‘‘Accordingly,  in  real  terms.  Social  Security  benefi- 
ciaries would  not  have  had  any  significant  increase 
since  1950  relative  to  working  families.  Moreover,  for 
many  average  wage-and-salaried  families,  medical  ex- 
penses are  a smaller  percentage  of  the  budget,  often 
either  elective  ...  or  fully  covered  by  third-party  in- 
surance, including  major  medical,  paid  for  in  whole  or 
in  part  by  employers. 

‘‘These  employer-paid  medical  insurance  costs  are 
therefore  not  included  in  the  statistics  of  average  wages 
and  salaries.  This  omission  biases  downward  the  re- 
ported growth  of  average  wages  since  1950;  hence  we 
can  be  reasonably  certain  that  wages,  including  health- 
insurance  benefits,  rose  more  than  the  451%  reported, 
and  used  by  the  Council  of  Economic  Advisers  as  the 
baseline  to  dispel  the  ‘myth’  that  the  elderly  are  still 
disadvantaged.  . . . 

‘‘The  elderly  — especially  if  they  are  not  part  of  the 
truly  wealthy  — because  of  their  different  health  status 
are  still  a disadvantaged  group.  . . . Government 


should  reduce  their  fears  and  contingent  liabilities,  not 
increase  them.” 

The  Professor,  it  appears  to  me,  caught  the  Council 
going  out  for  a free  lunch,  handing  the  tab  for  reducing 
the  deficit  to  the  middle-class  retirees. 

This  episode  illustrates  one  of  the  great  problems  of 
the  Washington  numbers  game:  While  we  may  smell 
something  fishy  in  a statistical  argument,  it  requires  the 
insights  of  an  expert  like  Prof.  Davidson  to  tell  us  what 
is  cockeyed  in  the  propaganda. 

Batten  your  hatches.  This  figures  to  be  a year  of  such 
number  blizzards.  Best  advice  is  not  to  venture  out  until 
someone  like  Professor  Davidson  can  show  you  the 
way. 


TEST 

YOURSELF 


Does  not  pushing  for  payment  tell  my 
debtors  I have  compassion  for  their 
situation? 


nO  It  communicates  that  you  don't  need 
the  money  probably  becau.se  you  make 
such  high  profits.  From  a business 
standpoint,  the  best  way  to  show 
compa.vsion  for  a debtor  is  to  help  them  gel 
out  of  debt  by  meeting  their  financial 
obligations  to  you. 


TEST  YOI  RSFJ.F  is  one  of  a .series  pn>\ided 
by  I.C.  System,  the  company  offering  the 
collection  pn>gram  approved  for  u.se  by 
our  membership. 
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The  Best  Is  Yet  To  Be 


Of  a sudden,  American  physicians  are  concerned  about 
their  “image,”  as  if  a restoration  of  some  stereotypical 
public  picture  of  the  doctor  will  make  everything  all  right 
again.  I am  not  persuaded  that  PR  effort,  however  massive, 
will  produce  the  magic  transformation  many  physicians 
think  they  want. 

Both  AMA  and  MASA  are  well  into  renewed  efforts  to 
present  the  case  for  medicine  in  a more  realistic  — and 
therefore  more  favorable  — light.  The  AMA  has  budgeted 
$1.2  million  to  the  effort.  But  there  are  limits  to  what  can  be 
achieved  in  this  regard,  not  the  least  reason  being  the  public’s 
familiar  caprice  of  hearing  what  it  wants  to  hear,  and  believ- 
ing what  it  wants  to  believe. 

Remember,  in  no  other  country  on  earth  has  the  population 
been  subjected  to  such  a withering  barrage  of  advertising  and 
other  messages  to  persuade  people  of  the  virtues  of  some  idea 
or  product,  or  to  dissuade  them  from  something.  You  will 
notice  an  awareness  of  this  public  resistance  in  the  new  trend 
in  television  advertising,  where  the  producers  have  gone  to 
great  lengths  to  entertain,  rarely  to  harangue  and  exhort. 
Heavyhanded  messages  simply  don’t  work  anymore;  resist- 
ance to  all  messages,  spiels,  whatever,  is  at  an  all-time  high. 

But  medicine  is  different,  you  may  say;  we  wouldn’t  be 
advertising  or  propagandizing  but  only  presenting  our  side  in 
a more  aggressive  presentation  than  ever  gets  told  in  the 
media.  Certainly  MASA  and  AMA  plan  to  stick  very  close  to 
the  distinction  between  good  and  bad  forms  of  mass  persua- 
sion as  once  defined  by  an  expert  in  the  business: 

“The  purpose  of  public  relations  in  the  best  sense  is  to 


inform  and  keep  minds  open;  the  purpose  of  propaganda  in 
the  bad  sense  is  to  misinform  and  to  keep  minds  closed.” 

The  major  problem  facing  the  profession  is  that  both  the 
clinical  and  the  socioeconomic  aspects  of  medicine  are  so 
complicated.  The  public  can’t  be  made  to  stand  still  and 
listen  longer  than  a few  seconds,  minutes  at  most.  How  to  use 
that  brief  attention  span  in  the  most  effective  way  is  a mys- 
tery; but  that  is  our  challenge. 

In  general,  we  all  know  from  countless  polls  what  our 
image  is  out  there:  we  are  seen  collectively  as  profit- 
oriented,  grasping,  secretive,  remote  and  scheming. 
Whether  this  is  a recent  development  is  debatable,  since  the 
profession  has  been  held  up  to  ridicule  for  centuries,  even  as 
it  was  being  extravagantly  praised.  We  know  that  our  own 
patients  admire  and  respect  us  but  think  of  all  of  “those 
other”  doctors  quite  differently. 

Is  this  really  so  new?  It  may  well  be  that  what  is  new  is  the 
polling  art,  which  did  not  exist  at  its  present  level  of  sophis- 
tication in  the  day  of  the  horse  and  buggy  doctor  and  other 
nostalgic  images  that  still  pervade  public  consciousness.  We 
may  have  the  same  phenomenon  in  this  respect  that  is  so 
common  in  epidemiology:  the  incidence  of  a given  disease 
may  not  have  increased,  but  is  made  to  appear  so  because  of 
improved  diagnosis  and  reporting. 

I suspect  the  elaborate  polling  is  itself  responsible  for  part 
of  the  perceived  changes  in  our  image.  Maybe,  just  maybe, 
we  simply  lived  in  blissful  ignorance  before  the  polls  began 
probing  public  attitudes  toward  us. 

Long  before  we  had  pollsters,  we  had  the  likes  of  Bacon 
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with  his  celebrated  idols  and  Plato  with  his  famous  myth  of 
the  cave,  both  demonstrating  the  fallacious  ways  in  which 
common  attitudes  are  formed  and  perceptions  gathered.  In 
short,  I do  not  believe  our  image  as  seen  by  the  public  is  all 
that  new,  all  that  bad,  or  all  that  amenable  to  manipulation. 

One  image  that  bothers  me  more  is  the  image  physicians 
have  of  themselves.  I believe  I see  a change  in  this  and  I am 
distressed  by  what  I see.  There  is  an  awful  lot  of  self-pity 
among  us,  giving  rise  to  a defeatism  I find  alarming.  There  is 
a kind  of  generalized,  free-floating  despair  which  seems  to 
attach  itself  to  whatever  issue  passes  by.  I see  too  many 
examples  of  physicians  throwing  up  their  hands  in  hopeless 
resignation  when  some  new  challenge  imposes  itself  on  their 
consciousness. 

It  bothers  me  that  too  many  of  my  colleagues  are  crying 
havoc  over  the  passing  of  the  good  old  days,  almost  as  if  the 
practice  of  medicine  is  passe.  Which  leads  me  to  ask  this 
question:  could  it  be  that  part  of  the  image  problem  we  have 
is  attributable  to  the  lowered  image  we  have  of  ourselves? 

There  are  even  those  among  us  who  are  ready  to  don  the 
hair  shirt  and  confess  that  doctors  have  been  making  too 
much  money,  have  been  responsible  for  the  squandering  of 
public  resources,  etc.,  and  thus  richly  deserve  the  conse- 
quences now  descending.  This  is  really  just  another  face  of 


despair  and  is  distorted  thereby. 

Physicians  should  be  paid  well  for  the  long  years  of  train- 
ing and  the  long  hours  of  their  ministry.  They  deserve  every 
penny  they  get.  Medicine  is  a hard  life;  always  was  and 
probably  always  will  be.  Most  doctors  I know  are  making 
rounds  at  7 a.m.,  and  working  from  can  to  can’t  is  routine. 

I know  of  no  physician  who  entered  the  profession  to  take 
it  easy.  We  knew  that  it  was  going  to  be  a rocky  road  and  that 
was  part  of  the  appeal.  The  current  turmoil  will  pass  and 
medicine  will  be  seen  to  remain  the  prestigious,  rewarding 
profession  it  has  through  the  ages. 

We  owe  it  to  our  tradition,  our  patients  and  to  ourselves  to 
lay  aside  self-pity  and  nostalgia  trips  to  the  good  old  days. 
The  best  is  yet  to  be.  I believe  that  and  I hope  you  do. 

Let’s  welcome  back  that  celebrated  hero  of  song  and  story, 
the  American  physician. 


No  need  for  dosage  oaloulations... 
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How  Your  Practice  Can  Cope 

With  Change® 

Leif  C.  Beck,  LL.B.,  CPBC* * 

Geoffrey  T.  Anders,  J.D.,  CPA,  CPBC* 

Dorothy  R.  Sweeney* 


While  so  much  is  written  these  days  about  the 
future  of  medical  practice,  many  physicians 
seem  to  ignore  clear  indications  of  change. 

This  may  be  understandable  in  view  of  their  con- 
tinued clinically  and  financially  rewarding  practice 
situations.  After  all,  who  wants  to  give  up  a good  thing 
merely  because  of  predictions  that  things  may  change? 
“If  it  ain’t  broke,  don’t  fix  it,’’  goes  a popular  saying. 

That  saying  may  be  fine  for  a doctor  who  has  worked 
hard  to  build  a very  good  practice;  he  or  she  can  prob- 
ably ride  out  the  era  of  change,  though  quite  possibly 
with  declining  income,  for  five  to  ten  years.  If,  howev- 
er, the  doctor  is  between  age  30  and  50  or  cares  enough 
to  assure  continued  practice  success  indefinitely,  the 
changes  in  medical  practice  must  be  considered  and 
accommodated. 

At  a recent  seminar,  one  speaker  made  the  following 
point:  ‘ ‘The  best  way  to  manage  change  is  to  anticipate 
it.  ’ ’ We  consider  this  statement  to  be  absolutely  essen- 
tial advice  for  physicians  who  want  their  practices  to 
survive  indefinitely.  Since  changes  are  so  obviously 
under  way,  and  much  more  change  will  come,  physi- 

®  Copyright  by  authors,  January,  1985. 

* The  authors  are  the  principal  consultants  and  attorneys  of  The  Health  Care  Group, 
Bala  Cynwyd,  Pennsylvania. 


cians  should  stay  closely  attuned  to  what  will  probably 
happen. 

General  Conditions 

With  this  background,  here  are  our  views  on  the 
direction  of  medical  practice.  They  are  not  comforting 
to  doctors  who  are  emotionally  or  financially  commit- 
ted to  the  way  things  have  been,  but  we  believe  these 
directions  are  virtually  unalterable. 

1 . Capacity  to  Pay 

Perhaps  most  significant  of  all,  there  is  a clear 
squeezing  of  our  national  capacity  to  pay  for  the  level  of 
health  care  which  the  public  has  come  to  expect.  The 
“entitlement”  thinking  of  the  1960s,  when  the  nation 
seemed  wealthy  enough  to  afford  all  sorts  of  benefits, 
has  shifted  to  the  1980s  — when  our  national  wealth 
has  essentially  levelled  off.  Health  care  is  buffeted 
within  this  much  greater  economic/sociologic  fact,  and 
one  cannot  assume  any  solution  allowing  constant 
growth. 

Thus  we  have  seen  the  beginnings  of  approaches 
designed  to  limit  health  care  expenditures.  DRGs  and 
the  recently  enacted  freeze  on  physicians’  Medicare 
fees  are  clear  examples  of  such  efforts,  as  is  gov- 
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emmental  support  and  encouragement  of  alternative 
delivery  systems  such  as  HMOs. 

Who  knows  what  will  be  the  next,  possibly  much 
more  permanent,  proposed  “solution’  ’ to  the  economic 
squeeze?  Perhaps  capitation  (payment  per  patient 
rather  than  per  procedure)  will  be  imposed  on  doctors’ 
services.  Perhaps  uniform  fee  schedules  will  be  im- 
posed by  the  federal  government,  and/or  by  insurers 
and  employers,  just  as  we  are  already  encountering  a 
national  schedule  of  lab  fees. 

We  consider  one  development  nearly  certain.  The 
fees  paid  for  “non-cognitive  procedures’’  will  decrease 
significantly,  since  virtually  all  segments  of  society 
seem  to  agree  that  procedure  fees  are  far  too  high.  Open 
heart  surgery,  intraocular  lens  implantations,  cardiac 
catheterization  and  fiberoptic  procedures  are  examples 
of  allegedly  “overpriced”  services. 

2.  Governmental  Pressures 

While  many  people  predict  a continued  growth  in 
governmental  regulation  of  private  medical  practice, 
we  see  it  a bit  differently.  We  instead  expect  govern- 
ment’s effort  will  be  to  create  the  conditions  that  will 
make  medicine  less  rewarding  economically.  DRGs, 
fee  schedules,  HMO  support  and  “all  payers”  limits  on 
reimbursement  levels  are  not  so  much  regulation  as 
they  are  pressures  on  practice  economics. 


Regardless  of  what  one  calls  it,  however,  govern- 
ment is  the  “big  daddy,”  directly  and  indirectly  in- 
fluencing doctors’  incomes.  There  is  little  hope  of 
effectively  curbing  that  influence  by  court  action,  for 
physicians  hardly  have  a constitutional  right  to  their 
economic  well-being.  If  government  can  regulate 
banks,  control  natural  gas  prices  and  impose  laws  on 
corporate  take-overs  — all  of  which  are  understood  to 
be  for  the  public’s  benefit  — it  can  also  affect  medical 
economics. 

3.  Increasing  Supply 

Like  another  arm  of  the  pincer,  these  restrictions  on 
the  demand  for  medical  services  come  at  a time  of 
tremendous  increase  in  the  supply  of  those  services. 
The  number  of  physicians  in  practice  now  is  vastly 
higher  than  before  and  the  predictions  for  1990  project 
a still  higher  number.  While  doctors  tended  to  dismiss 
the  projections  just  a couple  of  years  ago,  almost  all  of 
them  now  see  the  continually  increasing  number  of 
“colleagues”  — or  “competitors”  — in  their  special- 
ties. 

The  pincering  effect  means  that  conflict  is  virtually 
inevitable  at  the  physician  level.  It  will  probably  result 
in  the  virtual  annihilation  of  some  ancillary  medical 
occupations  such  as  physicians’  assistants,  respiratory 
therapy  and  the  like;  doctors  may  be  happy  to  do  the 
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work  of  those  people  in  view  of  the  available  time  and 
the  need  for  income. 

4.  Resulting  Competition 

These  various  circumstances  certainly  show  why 
competition  among  medical  providers  is  becoming 
rampant.  The  pincers  of  a shrinking  pot  invaded  by  a 
growing  number  of  fingers  virtually  pre-ordain  such 
competition  no  matter  how  noble  the  profession  may 
be. 

Much  of  the  competition  comes  from  so-called  alter- 
nate providers.  HMOs  are  developing  virtually  every- 
where; physicians,  in  town  after  town,  hold  discussion 
sessions  to  consider  how  they  should  cope  with  actual 
or  rumored  HMO  incursions.  HMOs  now  have  some 

20.000. 000  patients  and  are  predicted  to  have 

50.000. 000  by  1993.  That’s  a lot  of  patients  chopped 
off  private  practices’  rolls. 

The  convenience  facilities  (“urgicenters,”  and  “im- 
mediate care  centers,’’  among  other  titles)  are  also 
doing  quite  well.  We  know  of  some  practices  badly 
affected  by  the  expanded  hours  and  aggressive  market- 
ing which  nearby  facilities  feature.  Those  new  facilities 
are  providing  a feature  important  to  consumers  these 
days,  “convenience.’’ 

Hospitals  are  themselves  delving  more  and  more  into 
medical  practice  even  though  it  may  be  technically 
illegal.  In  their  battle  to  survive,  vertical  integration  of 
health  care  services  becomes  one  of  their  possible 
salvations.  And  that  integration  injects  hospitals  right 
into  the  privately  practicing  physicians’  turf. 

But  physicians’  main  competition  comes  from  other 
physicians.  Specialty-crossing  is  rampant  as  doctors 
seek  to  provide  more  services  that  might  maintain  their 
incomes  (witness  allergy  and  facial  plastic  surgery). 
Advertising  is  on  the  rapid  rise  and  will  almost  inevi- 
tably continue  to  grow.  And  as  “premier  groups’’ 
contract  for  bulk  patient  care  (discussed  later),  the 
patients  gained  are  lost  by  other  privately  practicing 
doctors. 

5.  Antitrust  Law  — The  Big  Leagues 

A prime  example  of  inter-doctor  competition  and 
turbulence  is  baring  itself  these  days.  Medicine  has 
entered  the  business  world  enough  to  be  the  hot  topic  in 
antitrust  law. 

Medical  staff  admission  and  privileges  are  vital 
issues  for  doctors  on  both  sides  — both  the  “ins’’  and 
those  who  seek  to  be  “in.  ’ ’ There  are  a number  of  cases 
which  are  widely  known  to  lawyers  and  physicians. 
These  cases  involve  millions  of  dollars  in  legal  fees  as 
well  as  untold  potential  liability  if  they  are  ultimately 
decided  in  favor  of  the  plaintiffs  involved. 

Even  though  hospitals  are  co-defendants  in  these 
various  lawsuits,  physicians  may  themselves  be  at  risk. 
In  fact,  since  their  medical  staffs  may  be  held  liable 
separately  from  their  hospitals,  it  is  becoming  essential 
to  legally  separate  and  incorporate  the  staffs.  Doctors 


can  no  longer  hide  behind  their  hospitals’  skirts. 

Antitrust  law  arises  in  non-hospital  practice  situa- 
tions as  well.  For  example,  while  we  have  participated  \ 
in  more  group  mergers  than  ever  before,  some  of  these 
joinders  touch  the  ill-defined,  and  still  rather  conjectur- 
al, antitrust  rules  as  they  might  apply  to  health  care. 
And  yet  antitrust  suits  are  so  expensive  and,  if  lost,  so 
economically  devastating,  that  doctors  cannot  take 
chances.  Physicians  are  in  the  “big  leagues’’  of  busi- 
ness when  those  laws  are  involved. 

Our  Prescriptions 

What  should  the  currently  successful  practicing 
physician  do  given  this  rather  bleak  description?  Ex- 
cept for  those  who  elect  to  ride  their  practices  out  for 
five  or  ten  years,  probably  with  declining  patient 
volume  as  they  move  to  retirement,  we  believe  doctors 
should  emphasize  our  opening  key  statement;  “The 
best  way  to  manage  change  is  to  anticipate  it.  ’ ’ 

The  changed  conditions  offer  opportunities  as  well 
as  problems.  In  the  airline  and  steel  industries,  some 
companies  are  suffering  and  even  dropping  out  while 
others  take  advantage  of  the  conditions.  We  see  the 
same  scenarios  in  medicine,  for  some  practices  are 
growing  and  prospering  despite  the  conditions.  They 
have  adapted  to  the  changed  game  while  still  giving  the 
same  high  quality  medical  care. 

Here  are  some  of  the  major  approaches  and  basic 
philosophies  we  believe  are  essential  for  such  success. 

a.  Business  Planning  ' 

Doctors  tend  to  resist  the  idea  that  hard-headed  busi-  i 
ness  planning  makes  sense  in  their  professional  prac- 
tices. It  cannot,  however,  be  disregarded  and  it  cannot  i 
be  done  half-heartedly.  I 

The  first  part  of  business  planning  is  to  identify  the  ' 
broad  goals  and  how  they  fit  into  both  present  structure  ■ 
and  projected  financial  resources.  The  goals  cannot  be 
all-encompassing,  for  we  find  it  necessary  these  days  to 
establish  areas  of  preeminence,  even  if  other  areas  must 
be  abandoned. 

For  example,  internists  may  have  to  decide  if  they 
are  to  be  primary  care  doctors  or  referral  specialists;  it  is 
becoming  harder  to  be  in  both  camps  and  prosper  in 
either  one. 

As  to  the  finally  agreed  planning  document,  there 
must  be  a reasonable  consensus  among  the  practice’s 
players.  In  a solo  practice,  at  least  the  manager  and  key 
staff  members  should  accept  the  goals,  while  all  physi- 
cian-members of  a group  practice  should  be  comfort- 
able with  the  major  directions. 

Those  who  are  unwilling  to  accept  and  work  within 
the  business  plan’s  broad  goals  should  probably  not 
stay  with  that  doctor  or  group.  Interestingly,  business 
plan  goals  tend  to  be  self-fulfilling  to  the  extent  that 
people’s  day-to-day  actions  reflect  those  goals. 

Secondly,  from  the  broadly  stated  plan  should  come 
specific  strategies  to  be  followed  in  order  to  achieve  the 
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goals.  What  steps  should  be  taken  — moving  one’s 
office,  replacing  certain  personnel,  promoting  certain 
aspects  of  the  practice  or  opening  a satellite  office?  And 
on  what  timetable? 

As  an  example  of  this  second  phase  of  business 
planning,  we  recently  followed  up  on  a survey  we  had 
performed  for  a larger  group  practice  six  months  ear- 
lier. The  managing  partner  reported  that  the  group  had 
identified  six  primary  goals  and  then  set  out  over  sixty 
specific  actions  to  be  taken.  The  likelihood  of  actually 
achieving  their  broadly  stated  purposes  should  be  dis- 
tinctly greater  with  that  60-item  action  plan  in  place. 

b.  “Market  Share” 

Given  the  competitive  threats  and  the  uncertainties 
for  the  next  few  years,  we  are  urging  an  emphasis  on 
“market  share”  — a practice’s  volume  of  patients  as 
measured  against  the  total  available  volume.  This  is  not 
the  time  to  lose  patients,  for  we  expect  the  next  few 
years  to  be  tolerable  mainly  for  those  doctors  who  have 
a large  market  share. 

The  larger  number  of  patients  will  enable  a practice 
to  keep  its  income  up  as  well  as  possible  if  the  fees 
begin  to  drop.  Market  share  will  certainly  permit  max- 
imum possible  income  if  the  system  shifts  over  to  a 
capitation  (payment  per  patient)  basis.  And  as  we  see 
doctors  and  groups  negotiating  with  hospitals,  HMOs 
and  directly  with  employers,  a larger  volume  practice 
should  translate  to  greater  negotiating  strength. 

Therefore,  even  if  a physician  must  accept  a lower 
fee  on  some  current  patient  work,  the  lesser  payments 
may  be  preferable  to  losing  those  patients  — to  losing 
“market  share.” 

We  have  therefore  generally  favored  participation  in 
HMOs  and  PPOs  as  a means  of  holding  onto  patient 
volume  rather  than  ceding  the  work  to  others.  We  also 
encouraged  participation  in  Medicare  unless  the  finan- 
cial circumstances  were  too  adverse;  those  doctors  who 
elected  not  to  participate  now  face  the  risk  of  adverse 
publicity  and  a possible  decrease  in  patients. 

c.  Marketing  Emphasis 

Closely  related  to  the  “market  share”  point,  the 
entire  field  of  marketing  has  become  a key  element  in 
one’s  practice.  Marketing  is,  however,  a far  broader 
term  than  mere  public  relations  and  advertising.  It 
involves  attention  to  one’s  business  from  the  other 
person’s  — the  consumer’s  — point  of  view. 

One  attribute  of  successful  business  corporations  is 
that  they  are  “consumer  driven.”  They  focus  on  antic- 
ipating and  selling  what  the  consumer  wants  and  needs, 
rather  than  on  selling  what  they  (the  sellers)  want  to 
sell.  Most  major  new  products  and  services  originate 
this  way,  from  identifying  the  potential  buyer’s  prefer- 
ences rather  than  seller’s  interests. 

But  how  does  being  “consumer  driven”  apply  to 
physicians?  As  one  example,  we  believe  that  health 
care  consumers  are  in  large  part  business  employers. 


labor  unions,  insurance  companies  and  the  government 
— not  individual  patients.  These  organizations  are  pur- 
chasing most  of  the  health  care  which  physicians  pro- 
vide through  patients. 

The  one  thing  these  major  purchasers  must  have  is  a 
basically  controllable  and  definable  cost  structure  con- 
sistent with  quality  service. 

Physicians  have  resisted  adapting  to  this  need,  equat- 
ing cost  controls  and  fee  restraints  with  compromises 
on  quality  of  care.  The  better  approach  would  be  to  seek 
ways  to  assure  the  big  purchasers  about  their  expense 
levels  while  maintaining  normal  emphasis  on  quality. 
If  this  means  that  a doctor  or  group  might  have  to  accept 
less  than  full  fee  work  in  order  to  serve  a larger  block  of 
patients,  that  should  be  a good  step. 

Another  example  involves  a demographic  character- 
istic sometimes  called  the  “nocturnal  market.”  Goods 
and  services  are  increasingly  being  demanded  outside 
the  traditional  “9  to  5”  hours.  The  banking  industry 
has  recognized  this  characteristic  in  a unique  way, 
establishing  automated  teller  machines  which  make 
bank  services  available  24  hours  a day,  seven  days  a 
week. 

continued  on  page  18 
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There  is  a Name  foi 
Quality  Psychiatric  Care 


iOutstanding  Leadership  in 
^Charter  Medical  Corporation. 


Leadership  Stands  Out  in  Alabama. 


For  many  patients,  the  most  effec- 
tive treatment  can  be  best  delivered 
by  psychiatrists,  working  with  highly 
qualified  professionals,  in  a free- 
standing  hospital  whose  entire  staff 
is  dedicated  to  quality  psychiatric 
care. 

Commitment  to  this  philosophy 
is  exemplified  in  each  and  every 
Charter  Medical  Hospital.  All  across 
America.  Without  exception. 

You  can  depend  on  the  fact  that 
the  staff  will  work  with  you  to  design 
and  implement  an  individualized 
treatment  plan  for  your  patient. 
Involvement  of  the  patient’s  family 
in  the  treatment  process  will  be 
encouraged.  There  will  be  regular 
communication,  between  the  nos- 
pital  and  the  referring  professional, 
about  the  patient’s  status.  All  psy- 
chiatrists on  staff  are  Board  Certified 
or  Board  Eligible.  There  is  a wide 
variety  of  therapies  available  to 
enhance  individualized  treatment. 
And  every  Charter  Medical  Hospital 
has  been  designed  to  provide  a 
modem  therapeutic  environment  to 
promote  your  patient’s  recovery. 

Here’s  where  you  can  expect  to 
find  this  outstanding  leadership  in 
Alabama. 

Charter  Retreat  Hospital 

2205  Beltline  Road 
Decatur,  Alabama  35602 
(205)  350-1450 

Beds:  104 
Psychiatric  Staff:  9 
Programs:  Adult  and  Adolescent 
Psychiatric;  Adult  and  Young  Adult 
Addictive  Disease 
Other  Programs:  Counseling  and 
Intervention  Services  in  Florence 
and  Huntsville;  Off-Premise, 
Out-patient  Adolescent  in  Florence 
and  Huntsville,  Alabama 

For  further  information  contact: 

Medical  Director: 

T.K.  Lewis,  M.D. 

Hospital  Administrator: 

Jim  Johnson 

Charter  Woods  Hospital 

700  Cottonwood  Road 
Dothan,  Alabama  36302 
(205)  793-6660 


Beds:  75 

Psychiatric  Staff:  4 
Programs:  Adult  and  Adolescent 
Psychiatric;  Adult  and  Adolescent 
Addictive  Disease 

Other  Programs:  Counseling  and 
Intervention  Services,  and  Emplwee 
Assistance  Programs  in  Panama  (Jity, 
Fla.,  Montgomery  and  Dothan,  Ala. 

For  further  information  contact: 
Medical  Director: 

Sam  C.  West,  Jr.,  M.D. 

Hospital  Administrator: 

Michael  A.  Zieman 

Charter  Southland  Hospital 

5800  Southland  Drive 
Mobile,  Alabama  36609 
(205)  666-7900 

Beds:  84 

Psychiatric  Staff:  15 
Programs:  Adult  and  Adolescent 
Psychiatric 

Other  Programs:  Employee  Assist- 
ance Services 

For  further  information  contact: 

President  of  Medical  Staff: 

James  L.  Thomas,  M.D., 
Adolescent  Psychiatry 

Hospital  Administrator: 

David  Henry 

Charter  Pines 

251  Cox  Street 
Mobile,  Alabama  36607 
(205)432-8811 

Beds:  46 
Medical  Staff:  4 
Residential  Addictive 
Disease  Treatment 
Facility  Offering  Services  to 
Adolescents  and  Adults 
Other  Programs:  Off-Premise 
Family  Intervention;  Employee 
Assistance  Services;  Outpatient 
Addictive  Disease;  Family  and 
After  Care 

For  further  information  contact: 
Medical  Director: 

Arthur  Dumont,  111,  M.D. 

Hospital  Administrator: 

Elbert  T.  McQueen 
Opening  Fall  1985 
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Physicians,  however,  are  only  now  beginning  to 
shift  to  evening  and  weekend  office  hours.  Not  being 
consumer  driven,  private  practitioners  have  preferred 
office  hours  that  suited  their  busy  lives,  and  until  re- 
cently they  had  been  able  to  call  the  tune. 

d.  Group  Practice 

Unfortunately,  we  do  not  see  solo  practice  as  the  way 
to  cope  with  change  over  the  long  run.  We  have  in  fact 
predicted  that  there  will  be  significantly  fewer  solo  and 
even  small  group  (two  to  five  doctors)  practices  about 
ten  years  from  now. 

The  trend  towards  larger  practices,  both  single  and 
multi-specialty,  is  already  apparent.  Groups  can  better 
allocate  physician  time  to  early  mornings,  late  eve- 
nings, weekends  and  holidays  than  can  a solo;  one 
physician  simply  cannot  be  available  all  the  time,  but  a 
ten-doctor  group  can  easily  provide  convenience  center 
hours. 

The  larger  group  can  also  spend  more  meaningful 
dollars.  It  can  afford  to  hire  a high-salaried  administra- 
tor with  an  MBA  degree  to  help  steer  it  through  com- 
plex contract  negotiations.  It  can  purchase  state-of-the- 
art  medical  equipment  to  keep  it  on  the  cutting  edge  of 
its  specialty.  And  it  can  maintain  a large  enough  P.R./ 
advertising  budget  to  bring  in  additional  patients,  while 
solos  spending  small  amounts  may  be  unable  to  dent  the 
ad  market. 

We  expect  groups  to  jump  in  size  from  three  to  six 
doctor  sizes  up  to  10  and  15  members  over  just  the  next 
few  years.  But  all  the  practices  in  a service  area  cannot 
grow.  In  fact,  the  opportunities  to  establish  the  de- 
scribed advantages  will  probably  arise  just  once  in  each 
specialty  in  each  community.  Once  a group  has  done 
so,  there  will  probably  not  be  room  for  its  competitors 
to  adapt. 

e.  Physician  Leadership 

One  factor  in  practice  management  never  changes. 
Whether  solo  practice  or  group  (large  or  small),  there 
must  be  effective  leadership  at  the  physician  level. 
Success  emanates  from  a doctor-owner’s  ability  to  set 
the  proper  tone  for  the  entire  practice;  conversely,  we 
often  point  out  that  every  failure  or  weakness  can  and 


should  be  the  fault  of  the  practice’s  ‘ ‘CEO’  ’ — its  chief 
executive  officer,  or  the  doctor  in  charge. 

For  the  sole  practitioner,  he  or  she  must  first  identify 
the  practice’s  characteristics  and  assure  that  everyone 
concerned  will  conform  to  them.  This  CEO-physician 
must  create  a consistent  atmosphere  so  the  lay  staff  will 
act  according  to  the  selected  goals.  Planning  and 
strategy  are  useless  if  the  doctor-leader  cannot,  or  will 
not,  cause  all  concerned  to  act  consistently  with  the 
business  plan. 

We  find  that  group  practices,  even  if  just  two  or  three 
doctors,  require  a strong  and  capable  leadership  format 
to  accomplish  what  is  within  reach.  The  most  desirable 
structure  is  for  a single  “CEO,”  just  as  other 
businesses  thrive  or  fail  because  of  their  leadership. 

In  some  practices,  however,  where  no  single  physi- 
cian-member fits  the  CEO  slot,  a different  leadership 
model  may  be  necessary.  This  will  usually  be  a two-or 
three-doctor  “executive  committee”  specifically  au- 
thorized to  act  as  though  those  two  or  three  people 
were,  together,  an  individual-in-charge. 

Businesses  do  not  survive  these  days  without  good 
leadership,  and  medical  practice  is  becoming  more  like 
other  businesses.  Doctors  wishing  to  adapt  to  the 
changing  health  care  scene  need  a leadership  format  — 
usually  a “CEO”  — in  order  to  cope. 

Conclusion 

As  described,  the  circumstances  for  privately  prac- 
ticing physicians  are  less  favorable  than  anytime  in  the 
past  20  years.  The  health  care  industry  is  not,  however, 
alone  in  encountering  new,  rapidly  changing  problems. 

As  in  other  business  situations,  these  problems  cre- 
ate opportunities  as  well  as  annoyances.  Thus  we  see 
some  doctors  making  their  practices  prosper  within  the 
parameters  of  quality  patient  care  by  being  alert  to  the 
circumstances  and  applying  modem  management  skills 
to  take  advantage  of  them. 

These  successful  practices  seem  to  live  by  a minor 
variation  in  our  previously  recited  key  sentence: 

‘ ‘The  best  way  to  manage  in  a changing  environment 
is  to  anticipate  and  face  head-on  the  change.”  0 
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Bea  Physician 
and  a family  man 

There’s  time  for  both. 


Find  yourself... 
and  your  family 
In  the  Air  Force! 


Time  to  relax  with  your 
family— and  still  enjoy  the 
professional  advantages  of 
modern  facilities  and  a highly 
trained  technical  staff.  You’ll  have 
the  standing  of  an  officer  AND  a 
professional.  Yet,  there’s  challenge, 
too.  Air  Force  medicine  ranges  from 
research  to  every  conceivable  type  of 
clinical  practice,  in  every  conceiv- 


able location 
you  can  imagine. 
Off-duty,  you  and  your 
family  can  enjoy  the  excellent 
recreational  facilities  of  the  Air 
Force  Base  of  your  choice. 
One  month  vacation  with  pay. ..and 
many  other  extras.  Health  Profes- 
sion Scholarships  are  available 
to  medical  students. 


Find  out  more  about  your  future  in  Air  Force  Medicine; 
we’ll  answer  your  questions  promptly  and  without  obligation.  Contact: 

MSgt  GODWIN  12051832-7501 

/T^mfiTEoUrMS  ^ 


A great  way  of  life. 


Foreign  Bodies  in  the 
Bronchial  Tree: 

Radiographic  Manifestations  and  Management 
by  Flexible  Fiberoptic  Bronchoscopy 


Luther  F.  Corley,  III,  M.D.* 
Myung  S.  Shin,  M.D.* 
John  M.  Harrison,  M.D.* 


Five  patients  with  bronchial  foreign  bodies 
of  various  causes  and  di^erent  radiographic 
appearances  are  presented.  All  of  these  pa- 
tients were  managed  with  flexible  fiberoptic 
bronchoscopic  removal  of  the  foreign  bodies. 
Examples  of  our  experience  with  the  radio- 
graphic flndings  and  fiberoptic  bronchoscopic 
removal  of  bronchial  foreign  bodies  is  dis- 
cussed with  review  of  the  pertinent  literature. 


The  first  described  bronchoscopy  for  removal  of 
foreign  body  in  the  tracheobronchial  tree  was  by 
Gustav  Killian  on  30  March  1897.  Until  then  most 
foreign  bodies  had  been  extracted  directly  through  the 
chest.  In  1854,  Samuel  DeGras  published  his  Practical 
Critique  on  Foreign  Bodies  in  the  Air  Passages  from 
which  he  advocated  direct  surgical  removal  in  some 
incidences.  The  bronchoscope  and  techniques  for  its 
usage  in  removal  of  aspirated  foreign  bodies  were  intro- 
duced by  Chevalire  Jackson  early  in  this  century.*’  ^ 

* From  the  Departments  of  Medicine  (Pulmonary  Division)  and  Radiology;  School 
of  Medicine,  University  of  Alabama  in  Birmingham.  Birmingham,  Alabama  35233. 

Reprint  requests  to  Dr.  M.  S.  Shin,  Department  of  Radiology,  University  of 
Alabama  Hospitals,  Birmingham,  Alabama  35233. 


Use  of  the  flexible  fiberoptic  bronchoscope  in  for- 
eign body  removal  has  been  somewhat  controversial. 
However,  more  experience  has  led  us  to  use  the  instru- 
ment in  extracting  a wide  variety  of  foreign  bodies  from 
the  tracheobronchial  tree.^  The  small,  but  expanding 
literature  documents  instances  of  successful  removal  of 
foreign  bodies  with  the  fiberoptic  bronchoscope.'^  *^  A 
significant  number  of  patients  who  had  previously  re- 
quired a general  anesthetic  and  rigid  bronchoscopy  in 
the  operating  room,  can  now  be  treated  quickly  and 
accurately  with  a local  anesthetic  and  fiberoptic  bron- 
choscopy at  bedside.  Presented  here  are  five  repre- 
sentative cases  of  our  experience  at  University  of  Ala- 
bama Hospitals. 

Case  I 

An  eighty  year  old  man  was  admitted  after  sustaining 
a cerebrovascular  accident.  He  had  a past  history  of 
heavy  smoking,  COPD,  “black  lung,”  and  two  recent 
pneumonias.  Examination  revealed  a comatose  male 
with  a temperature  of  1 0 1 °F  and  a respiratory  rate  of  28 . 
Chest  exam  revealed  bilateral  rales.  Tracheal  aspiration 
was  attempted  to  obtain  tracheobronchial  secretions, 
however  the  plastic  catheter  sheared  off  in  the  trachea. 
The  patient  subsequently  developed  a new  left  lower 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  POR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant 


In  Hypertension*... 
Wlien  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill.  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K"''  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K'*'  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally. a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene. 
SK8F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  shouid  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  In 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias.  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore.  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  Dyazide'.  The 
following  may  occur  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis  'Dyazide'  interferes  with 
fluorescem  measurement  of  quinidine  Hypokalemia  is  uncommon  with 
Dyazide'.  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplememation  or  increased  dietary  intake  of  potassium- 
rich  foods  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia 
Serum  PBI  levels  may  decrease  without  signs  of  tiyroid  disturbance  Cal- 
cium excretion  is  decreased  by  thiazides.  Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function 
Thiazides  may  add  to  or  potentiate  the  action  of  other  amihypertensive 
dmgs 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth,  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions,  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastroimestinal  disturbances:  posbiral  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcoUcs).  Necrotizing  vasculitis,  paresthesias, 
icterus,  panaeatitis  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone  Triamterene  has  been  found  in 
renal  stones  m association  with  other  usual  calculus  components  Rare 
mcidems  of  acute  interstitial  nephritis  have  been  reported  Impotence  has 
been  reported  in  a few  patients  on  Dyazide'.  althout^  a causal  relationship 
has  not  been  established 


SunHed  Dyazide'  Is  suppM  as  i red  and  wMa  capsule,  m bolUes  of 
1000  capsules.  Ski^  UMi  Packapes  (niit-dose)  of  100  imieeded  lor 
MsWubonal  use  onlyi:  I*  Patteat-Pak  " tmll-ol-ese  koOies  of  100 
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Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 
SK&F  Quality 


Potassium-  Sparing 
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red  and  white 

DVAZIDE* 

2S  mg  Hydrochlorothiazide  50  mg  Triamterene/SKF 

Dyazide*  capsule: 

■\t)ur  assurance  of 

SK&F  quality. 

Over  19  Years  of  Confidence 

a product  of 

SKGF  CO. 

Carolina.  PR  00630 
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Aftera  intFatE, 
add  ISOPTIN^ 

(verapamil  HCl/Knoll) 


To  protect  your  patients,as  well  as  their  quality  of  life, 
add  Isoptln  instead  of  a beta  blocker. 


First,  Isoptln  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(mapamll  HCI/KnolO 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 

-drome  (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
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lobe  opacity  (Fig.  1).  Fiberoptic  bronchoscopy  was 


\ performed  and  the  catheter  was  removed  from  the  left 
lower  lobe  bronchus . The  patient  subsequently  went  on 
to  recover  satisfactorily. 


Figure  1 . Antero-posterior  chest  radiograph  of  an  80  year  old 
man  revealing  prominent  bronchovascular  markings  and  left  lower 
lobe  opacity. 


Case  II 

An  eight  year  old  boy  was  admitted  following  a 
motor  vehicle  accident.  He  had  previously  been  in  good 
health.  Examination  revealed  a comatose  child  with 
auscultation  of  the  chest  revealing  bilateral  rales  and 
rhonchi.  Anteroposterior  chest  radiograph  revealed  an 
opaque  foreign  body  in  the  bronchus  intermedius  (Fig. 
2).  After  the  child  stabilized,  a tooth  was  removed  from 
the  bronchus  intermedius  via  fiberoptic  bronchoscopy. 
The  child  subsequently  recovered  satisfactorily. 

Case  III 

A fifty-three  year  old  man  was  admitted  with  an  eight 
month  history  of  recurrent  right  middle  lobe  pneumo- 
nias. He  described  symptoms  of  fever,  chills,  dyspnea, 
and  cough  that  all  began  after  choking  while  eating 
chicken.  Examination  was  significant  for  rales  and 
rhonchi  over  the  right  middle  and  lower  lobe  areas. 
Postero-anterior  chest  radiograph  revealed  an  unusual 
opacity  in  the  right  middle  lobe  (Fig.  3 A&B).  Because 
of  suspicion  of  an  opaque  foreign  body  in  the  right 
bronchus  intermedius,  tomographic  studies  were 
obtained  and  the  study  revealed  a chicken  bone  residing 
in  the  lower  bronchus  intermedius  (Fig.  3C).  Fiberoptic 
bronchoscopy  was  subsequently  performed  and  a 
I chicken’s  vertebral  body  was  removed  from  the  lower 


bronchus  intermedius.  The  patient  subsequently  im- 
proved satisfactorily. 


Figure  2 . Antero-posterior  chest  radiograph  of  an  8 year  old 
child  after  a motor  vehicle  accident,  revealing  a diamond  shape, 
very  dense  foreign  body  in  the  bronchus  intermedius  in  the  right. 
Because  of  the  shape  and  density,  diagnosis  of  aspiration  of  a tooth 
was  made. 

Case  IV 

A thirteen  year  old  boy  was  admitted  with  a six 
month  history  of  intermittent  hemoptysis  after  alleged- 
ly aspirating  a “sea  oat.”  Symptoms  included  fever, 
chills,  dyspnea  and  gross  hemoptysis.  Physical  ex- 
amination revealed  a cyanotic  child  in  moderate  dis- 
tress. Vital  signs  revealed  a respiratory  rate  of  44  and  a 
temperature  of  1 0 1 °F.  Chest  examination  revealed  poor 
expansion  of  the  left  hemithorax  with  rales  and  signs  of 
consolidation.  Arterial  blood  gases  revealed  pH  of  7.5, 
PC02  of  27,  and  P02  of  36.  Chest  radiograph  revealed 
total  opacification  of  the  left  hemithorax  with  displace- 
ment of  the  heart  and  mediastinal  structures  to  the  left 
(Fig.  4A).  Bronchoscopy  was  performed  and  a “sea 
oat”  was  removed  from  the  left  mainstem.  Subsequent 
postero-anterior  chest  radiograph  revealed  complete 
clearing  of  the  left  hemithorax  (Fig.  4B).  The  patient 
recovered  uneventfully  and  was  discharged  from  the 
hospital. 

Case  V 

A forty-six  year  old  man  was  admitted  with  fever, 
chills,  and  cough  productive  of  yellow  blood  streaked 
sputum.  Past  history  included  a long  history  of  ethanol 
and  intravenous  drug  u.se.  Examination  revealed  an 
obese  male  in  moderate  distress.  Vital  signs  revealed 
respiratory  rate  of  36  and  a temperature  of  1 ()2°F.  Chest 
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Figure  3 A & B.  Postero-anterior  and  lateral  chest  radiographs  of  a 53  year  old  man  revealing  a slightly  prominent  right  hilum  and  an 
ill-defined  opacity  in  the  right  middle  lobe.  (Courtesy  of  Pulmonary  Medicine  Associates,  Birmingham,  Alabama,  January  1973.) 
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Figure  3 C.  Tomograms  of  the  right  hilum  reveals  a chicken 
bone,  vertebral  body  in  the  bronchus  intermedius  (arrows).  (Cour- 
tesy of  Pulmonary  Medicine  Associates,  Birmingham,  Alabama, 
January  1973.) 


Figure  4 A . Postero-anterior  chest  radiograph  of  a 13  year  old 
boy  revealed  homogeneous  opacity  in  the  entire  left  hemithorax 
with  displacement  of  the  heart  and  mediastinal  structures  to  the  left 
indicating  atelectasis  of  left  lung. 


Figure  4B.  After  removal  of  the  ‘ ‘sea  oat”  from  the  left  mainstem 
bronchus  by  the  fiberoptic  bronchoscope,  complete  reexpansion  of 
the  left  lung  is  evident. 


examination  revealed  decreased  breath  sounds  and  a 
few  rales  over  the  left  upper  lobe.  Postero-anterior  and 
lateral  chest  radiograph  revealed  partial  collapse  of  the 
left  upper  lobe  (Fig.  5 A&B).  Fiberoptic  bronchoscopy 
was  performed  and  revealed  a syringe  needle  in  the  left 
upper  lobe  orifice.  The  needle  was  removed  and  the 
patient  recovered  without  complications. 

Discussion 

Foreign  bodies  can  enter  the  tranchobronchial  tree  by 
way  of  penetration,  placement,  or  aspiration. 

The  present  day  surgical  approach  to  penetrating 
chest  wounds  was  developed  and  standardized  in 
World  War  Thoracotomy  is  usually  not  indi- 

cated unless  there  is  significant  continuous  bleeding, 
massive  air  leak,  interruption  of  the  esophagus,  tho- 
racic duct,  or  diaphragm,  or  a thoracoabdominal 
wound.  Intrapulmonary  foreign  bodies  less  than  one 
centimeter  in  size  do  not  usually  cause  longterm  com- 
plications and  need  not  be  removed  unless  in  proximity 
to  the  heart  or  great  vessels,  or  associated  with  persist- 
ent air  leak,  significant  hemorrhage,  or  progressive 
roentgenographic  abnormalities.  Intrathoracic  foreign 
bodies  greater  than  1 .5  centimeters  are  associated  with 
high  incidence  of  pain,  infection,  and  hemorrhage,  and 
should  be  removed  as  soon  as  possible  after  recovery 
from  the  acute  effects  of  injury.  Late  removal  is  often 
more  difficult,  and  may  be  complicated  by  pleural 
adhesions  and  the  development  of  associated 
infection.^** 

A second  way  that  a foreign  body  can  enter  the 
tracheobronchial  tree  is  by  placement.  There  are 
numerous  items  that  we  as  physicians  place  or  have 
placed  in  the  tracheobronchial  tree  such  as  endotracheal 
tubes,  suction  catheters  and  transtracheal  catheters. 
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Figure  5 A&B.  Postero-anterior  chest  radiograph  of  a 46  year  man  revealing  an  ill-defined  opacity  in  the  left  midlung,  but  atelectasis  is  not 
clearly  evident  (A).  Lateral  view  of  the  radiograph  reveals  displacement  of  major  organs  and  anteriorly  confirms  left  upper  lobe  atelectasis  (B) 
(arrows). 


Such  items  if  retained  in  the  tracheobronchial  tree,  have 
the  same  clinical  significance  of  aspirated  inorganic 
materials. 

The  major  mode  of  entrance  of  foreign  bodies  in  the 
tracheobronchial  tree  is  by  aspiration.  Numerous  fac- 
tors contribute  to  the  aspiration  of  foreign  bodies.  With 
respect  to  age,  approximately  70-80%  of  foreign  body 
inhalation  occurs  in  children  less  than  three  years  of 
age.  The  highest  frequency  is  noted  in  the  one  to  two 
year  olds  because  of  the  propensity  of  this  age  group  to 
put  any  object  into  their  mouth  and  the  immature  chew- 
ing mechanism.*’  In  adults,  aspiration  of  foreign 
bodies  can  occur  in  relation  to  occupational  hazards 
such  as  that  seen  in  professional  tailors,  upholsters  and 
carpet  layers.  Probably  the  most  significant  factor  re- 
sponsible for  aspiration  in  adults  is  failure  of  the  usual 
protective  mechanism  such  as  depressed  cough  or  gag 
reflex.  These  settings  may  be  associated  with  alcohol 
intoxication,  seizures,  anesthesia  states,  or  head 
trauma  with  unconsciousness.  Other  factors  that  may 
play  an  important  role  would  be  physical  activity, 
laughing,  crying,  and  vomiting.*’ 

Foreign  body  aspiration  is  not  an  uncommon  event, 
especially  in  young  children.  Accidental  deaths 
account  for  the  majority  of  the  deaths  in  young  children 
with  aspiration  of  a foreign  body  being  the  leading 
cause  of  accidental  deaths  among  children  less  than  six 
years  old.  Aspiration  of  foreign  bodies  is  less  common 
in  adults  with  most  of  the  adult  cases  being  isolated  case 
reports. 

There  are  two  broad  categories  of  foreign  bodies: 
organic  and  inorganic.  Organic  foreign  bodies  are  more 
common  and  account  for  approximately  90%  of  all 
foreign  bodies  aspirated.  Peanuts  are  the  most  common 


organic  foreign  bodies  aspirated.  Others  include  beans, 
popcorn,  sunflower  seeds,  sweets,  and  other  food 
materials.  Inorganic  foreign  bodies  tend  to  cause  fewer 
problems.  Such  items  cited  included  pins,  nails,  mar- 
bles, screws,  and  plastic  objects.  Teeth  and  other  un- 
identified foreign  Ijodies  have  also  been  found  to  cause 
obstruction  of  airways.* 

Approximately  75%  of  all  aspirated  foreign  bodies 
lodge  in  the  main  bronchi,  most  commonly  on  the  right 
side.  There  is  less  of  a tendency  to  lodge  on  the  right 
side  in  infants  because  of  the  more  horizontal  branching 
of  the  right  mainstem  bronchus.  Other  sites  of  lodge- 
ment are  the  trachea,  bronchi,  and  lower  respiratory 
tract.*’  “*  The  physical  nature  of  foreign  bodies  influ- 
ences the  pathological  changes  that  occur.  All  can 
cause  obstruction  with  subsequent  postobstructive 
pneumonitis  and  bronchiectasis.  Organic  products  cre- 
ate a great  deal  more  bronchial  inflammation  and  ede- 
ma. Not  only  can  they  swell  with  bronchial  secretions, 
but  they  also  release  organic  acid  and  oils  which  are 
very  irritating  to  the  airways.  Inorganic  foreign  bodies 
are  much  less  reactive,  however  iron  and  steel  can 
oxidise  and  lead  to  rough  surfaces  and  sharp  edges  with 
resulting  mucosal  inflammation  and  edema. 

A wide  variety  of  roentgenographic  changes  may  be 
produced  by  aspiration  of  foreign  bodies.  Obstructive 
emphysema,  foreign  body  visualization,  atelectasis, 
pneumonia,  normal  chest  x-ray,  and  mediastinal 
emphysema  are  all  radiographic  findings  that  have  been 
cited.  Therefore,  it  appears  clear  that  there  is  no  one 
typical  roentgenographic  presentation  for  foreign  body 
aspiration.*’ 

Complications  from  foreign  bodies  also  depend  on 
the  physiologic  impact  of  the  foreign  body.  Complica- 
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tions  such  as  bronchiectasis  behind  obstruction, 
pneumonias,  hemoptysis,  gas  exchange  abnormalities, 
mucosal  tear,  airway  rupture,  and  complete  airway 
obstruction  have  all  been  described. 

There  is  little  controversy  at  the  present  time  with 
respect  to  therapy  of  inhaled  foreign  bodies.  Some  had 
previously  thought  that  since  endobronchial  foreign 
bodies  were  not  life  threatening,  trials  of  observation 
with  vibropercussion  and  postural  drainage  were  indi- 
cated to  see  if  the  foreign  body  could  be  dislodged 
without  a procedure. It  was  recognized,  however, 
that  major  complications  due  to  lack  of  control  of  the 
foreign  body  occasionally  occurred,  such  as  dislodge- 
ment  of  the  foreign  body  and  total  airway  obstruction. 
In  addition,  coexistent  nonopaque  foreign  bodies  could 
go  unrecognized  if  an  evaluation  of  the  tracheobronc- 
hial tree  was  not  made.  Presently  because  of  the  ex- 
tremely low  morbidity  and  mortality  of  bronchoscopy, 
it  is  considered  the  only  safe  technique  for  removal  of 
foreign  bodies. 

Traditional  approach  to  the  problem  of  endobron- 
chial foreign  bodies  was  by  way  of  conventional  rigid 
bronchoscopy  until  the  last  decade  when  the  role  of  the 
fiberoptic  bronchoscope  became  clear.  There  are  still 
circumstances  when  rigid  bronchoscopy  may  be  the 
procedure  of  choice.  These  include:  a)  young  children 
with  small  airways  that  would  be  compromised  without 
ventilatory  support,  b)  sharp  foreign  bodies  that  could 
damage  the  airway  on  removal  if  not  removed  through 
the  closed  chamber  of  the  rigid  bronchoscope,  c)  re- 
moval of  large  objects  from  the  upper  airways  that  if 
dislodged  could  further  compromise  airway  obstruc- 
tion, d)  unavailability  of  grasping  instruments  to  be 
used  with  the  fiberoptic  bronchoscope.^* 

There  are,  however,  several  distinct  advantages  of 
the  flexible  fiberoptic  bronchoscope:  1)  removal  of 
foreign  bodies  beyond  the  visual  range  of  the  rigid 
bronchoscope;  2)  fiberoptic  bronchoscopy  can  virtually 
always  be  performed  solely  with  topical  anesthesia. 
Thus,  the  excess  morbidity  and  mortality  with  general 
anesthesia  can  be  avoided;  3)  foreign  body  removal  can 
be  performed  at  the  bedside  in  patients  with  unstable 
cardiopulmonary  status;  4)  because  of  its  flexibility,  it 
can  be  introduced  easily,  even  in  the  presence  of  severe 
deformities  in  the  cervical  spine  or  pharynx.^’ 

Conclusion 

The  traditional  management  of  aspiration  of  foreign 
bodies  has  been  extraction  through  the  rigid  broncho- 
scope. However,  many  patients  that  previously  re- 
quired general  anesthetic  and  rigid  bronchoscopy  in  the 
operating  room  can  now  be  managed  quickly  and 
accurately  with  local  anesthetic  and  fiberoptic  bron- 
choscopy at  the  bedside.  We  have  presented  five  pa- 
tients with  bronchial  foreign  bodies  of  variable  causes 
and  different  radiographic  findings.  The  removal  with 
fiberoptic  bronchoscopy  demonstrates  that  it  is  a very 


useful  procedure  in  removal  of  foreign  bodies  from  the 
bronchial  tree. 
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Thirty-four  Alabama  family  practice  resi- 
dents were  administered  an  in-depth  survey 
concerning  their  knowledge  base  and  opinions 
about  signiflcant  areas  of  the  behavioral  medi- 
cine curriculum  in  their  family  practice  res- 
idency experience.  This  paper  reviews  objec- 
tive information  and  subjective  opinion  about 
family  practice  residents’  views  of  psychologi- 
cal interventions  and  behavioral  science,  e.g. 
theoretical  orientation,  use  of  therapeutic 
strategy,  theory  of  behavior  change,  modes  of 
therapy  used,  determination  factors  in  choice 
of  therapy,  criteria  for  termination,  plans  for 
integration  of  counseling  in  private  practice 
setting,  criteria  for  referral  to  psychologists, 
definition  of  the  doctor/patient  relationship, 
why  patients  avoid  counseling,  definition  of 
psychosomatic  disorder,  and  estimate  of  the 
percentage  of  patients  suffering  from  psycho- 
somatic disorder.  The  results  revealed  a clear 
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training  deHcit  in  the  residents’  self-reports  in 
the  area  of  relating  different  patients  with  dif- 
fering symptoms  to  differential  decisions  about 
psychological  interventions.  These  findings 
should  motivate  faculty  in  the  family  practice 
residencies  to  review  their  teaching  methods  to 
insure  that  teaching  and  demonstrating  the 
known  relationships  between  symptoms, 
psychological  theory,  and  related  treatments  of 
choice  is  included  in  the  overall  curriculum. 


In  the  15  years  since  Family  Practice  was  recognized 
as  the  twentieth  specialty  in  American  medicine, 
some  progress  has  been  made  toward  shaping  the  clin- 
ical, educational,  and  research  dimensions  of  the  spe- 
cialty. One  of  the  basic  tenets  of  family  medicine  has 
been  the  recognition  of  behavioral  science  as  an  essen- 
tial part  of  training.'  The  purpose  of  this  study  is  to 
provide  one  current  view  of  the  progress  being  made  in 
the  area  of  behavioral  science  education  in  the  family 
medicine  residency.  As  stated  by  J.  Millis  in  his  1966 
report  to  the  American  Medical  Association  on  the 
graduate  education  of  physicians,  “Right  at  the  begin- 
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ning  of  the  student’s  introduction  to  clinical  medicine 
he  should  realize,  and  his  teachers  should  emphasize, 
that  illness  is  usually  not  an  isolated  event  in  a localized 
part  of  the  body,  but  a change  in  a complex,  integrated 
human  being  who  lives  and  works  in  a particular  social 
and  family  setting,  and  has  a biological-psychological- 
social  history.”^ 

Engle^  has  proposed  the  adoption  of  a biopsychoso- 
cial  model  for  medicine  to  replace  the  reductionistic, 
exclusionistic  biomedical  model.  Of  all  the  medical 
speciality  areas,  excepting  possibly  psychiatry,  family 
practice  has  evidenced  the  most  favorable  response  to 
such  proposals.  As  mentioned  above,  behavioral  sci- 
ence is  viewed  as  an  integral  part  of  residency  program 
curricula  in  family  practice  by  the  American  Academy 
of  Family  Physicians,  and  psychologists  are  being  in- 
creasingly employed  to  provide  leadership  in  this  area."^ 
An  organization  called  Psychologists  in  Family  Medi- 
cine and  Primary  Health  Care  was  founded  in  1978  and 
is  now  affiliated  with  the  American  Psychological 
Association  (Division  38,  Health  Psychology)  and  the 
Society  of  Teachers  in  Family  Medicine.  As  Jones,  et 
al^  have  pointed  out,  psychiatrist  involvement  in  family 
medicine  residencies  has  been  low  in  comparison  to 
psychology  and  other  social  science  involvement. 

Also  in  1978,  the  report  of  the  President’s  Commis- 
sion on  Mental  Health  provided  further  compelling 
evidence  for  strengthening  of  the  mental  health  role  of 
primary  care  physicians  with  its  finding  that,  of  the  15 
percent  of  the  general  population  affected  with  mental 
disorders,  60  percent  were  served  entirely  in  the  pri- 
mary care  sector.^  It  emerged  that  family  physicians 
were  providing  a large  quantity  of  mental  health  care, 
using  whatever  skills  and  intuitions  they  possessed  to 
help  their  patients  cope  with  psychological  problems. 

In  1979,  Shienvold,  et  aP  assessed  the  perceived 
needs  and  perceptions  of  family  practice  in  the  area  of 
behavioral  science.  Fifty-six  family  practice  residents 
representing  23  different  states  were  surveyed  in  the 
study.  Residents  had  taken  an  average  1.8  required 
behavioral  science  courses  in  medical  school.  About  a 
third  of  these  residents  had  sought  out  additional  elec- 
tive courses  in  this  area.  Most  training  occurs  in  inpa- 
tient psychiatric  units,  which  is  a necessary  but  incom- 
plete exposure  for  the  spectrum  of  needs  that  will  later 
be  met  in  the  residency  family  practice  center.*  In- 
adequate exposure  to  major  theoretical  orientations  was 
a frequent  criticism  of  these  residents  of  their  medical 
school  experience.  Little  or  no  training  in  medical 
psychology  or  behavioral  medicine  was  reported. 

In  terms  of  needs,  the  family  practice  residents  in  the 
survey  rank-ordered  the  areas  they  felt  most  relevant  to 
their  post-graduate  medical  education  as  follows: 
counseling  skills,  family  dynamics,  psychosomatic 
medicine  (behavioral  medicine),  behavioral  techniques 
and  interventions,  the  doctor-patient  relationship,  intra 
and  interprofessional  growth,  drug  and  alcohol  abuse. 


and  adolescent  psychology.  Residents  consistently 
stressed  the  need  for  applied  practicality  in  training 
experiences  in  this  area  and  the  fact  that  they  felt 
ill-prepared  for  the  type  of  behavioral  problems  pre- 
sented in  the  family  practice  center.  The  authors  con- 
cluded from  their  results  that  the  basic  behavioral  sci- 
ence curriculum  needs  a dual  focus  with  mental  health 
aspects  of  psychology  and  medical  psychology  being 
integral  parts  in  the  development  of  the  family  physi- 
cian. 

The  Accreditation  Council  for  Graduate  Medical 
Education  and  the  American  Academy  of  Family 
Physicians  includes  guidelines  for  training  in  Human 
Behavior  and  Psychiatry  in  the  residency.  The  guide- 
lines stress  that  psychology  and  psychiatry  should  be 
integrated  and  interwoven  throughout  the  resident’s 
total  3 year  educational  experience.  Instruction  and 
experience  is  required  in  the  following  areas;  diagnosis 
and  management  of  the  psychological  components  of 
illness,  management  of  psychological  disorders,  fami- 
ly dynamics,  personal  growth  and  self-awareness, 
physician-patient  relationship,  interviewing-coun- 
seling skills,  patient  education,  normal  growth  and 
variants,  and  stages  of  stress  in  the  family  life  cycle. 
Training  in  family  therapy  is  also  frequently 
recommended. 
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to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosaiicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Unfoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 
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sitivity  and  those  with  a history  of  allergy,  asfhma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q,  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q,  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  inlluemae:  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consuit  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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An  mentioned  above,  the  purpose  of  this  study  was 
to  survey  the  current  opinions  and  attitudes  of  family 
practice  residents  across  a representative  sample  of 
“behavioral  science”  topics.  By  assessing  several  im- 
portant representative  samples  from  different  areas  of 
psychological  medicine  it  is  hoped  that  an  update  on 
progress  in  improving  behavioral  science  education  in 
the  family  practice  residency  is  provided. 

Methods 

A questionnaire*  was  mailed  in  the  Fall  of  1984  to  9 
Family  Medicine  residencies  in  the  State  of  Alabama 
thereby  assessing  all  current  family  practice  residents 
(N  = 174).  The  questionnaire  was  a mixture  of  objec- 
tive information  and  subjective  opinion  about  family 
practice  residents’  views  of  psychological  interven- 
tions and  behavioral  science.  The  questionnaire  cov- 
ered 12  question  areas  including  theoretical  orienta- 
tion, use  of  therapeutic  strategy,  theory  of  behavior 
change,  modes  of  therapy  used,  determination  factors 
in  choice  of  therapy,  criteria  for  termination,  plans  for 
integration  of  counseling  in  private  practice  setting, 
criteria  for  referral  to  psychologists,  defining  the  doc- 
tor/patient relationship,  why  patients  avoid  counseling, 
definition  of  psychosomatic  disorder,  and  estimate  of 
percentage  of  patients  suffering  from  a psychosomatic 
disorder. 


Types  of  Intervention 

Patient  education  was  chosen  as  the  type  intervention 
residents  felt  most  comfortable  employing  with  87%  of 
all  residents  choosing  that  mode.  The  only  clear  differ- 
ence that  emerged  in  the  technique  by  year  comparison 
was  that  use  of  direct  confrontation  in  patient  interac- 
tions increased  from  12%  at  the  first  and  second  year 
level  to  30%  endorsement  by  third  year  residents.  Re- 
flection of  feeling,  use  of  silence,  reassurance,  and  use 
of  open  end  questions  followed  patient  education  with 
54%  of  all  residents  endorsing  use  of  these  more  non- 
directive strategies.  Use  of  active  coping  strategy  type 
interventions  was  low  with  only  14%  of  all  residents 
choosing  relaxation  training,  modeling,  or  other  more 
directive  behavioral  modes.  Only  three  residents  indi- 
cated that  they  felt  comfortable  using  placebos  with 
patients  (Appendix  B). 


Family  Practice  Residents  Theoretical  Orientation 


Freudian  Behavioral  Humanistic  Eclectic  I'nsure 


Results 

Of  174  questionnaires  mailed  out  only  34  were  re- 
turned. The  response  rate  at  20%  is  considered  to  be 
low.  Time  to  complete  the  questionnaire  did  take  some 
time  which  may  have  been  a factor.  Also,  the  question- 
naire content  may  have  been  aversive  in  nature.  Since 
at  least  one  resident  from  each  program  responded  it 
provided  an  adequate  representative  sample  for  this 
type  of  survey.  Twelve  of  the  residents  responding 
were  first  year,  9 were  in  their  second  year,  and  1 3 were 
in  their  final  year  of  residency  training.  Results  are 
presented  below  by  category: 

Theoretical  Orientation 

Fifty-three  percent  of  residents  surveyed  identified 
their  theoretical  orientation  as  behavioral,  while  only 
one  resident  chose  psychoanalytic  or  Freudian  as  an 
orientation.  Eighteen  percent  identified  themselves  as 
eclectic  and  18%  chose  humanistic  as  their  theoretical 
orientation.  Only  one  first  year  and  one  second  year 
resident  indicated  that  they  were  unsure  of  their  theo- 
retical orientation  while  9%  of  third  year  residents 
surveyed  said  they  were  unsure  (Appendix  A),  possibly 
indicating  that  residents  become  more  objective  as  they 
near  completion. 


• A copy  of  the  questionnaire  is  available  from  the  authors  on  request. 
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Theories  of  Behavioral  Change 

This  area  of  inquiry  also  differentiated  residents  in 
terms  of  level  of  training.  First  and  second  year  resi- 
dents stressed  that  people  change  their  behavior  by 
changing  attitudes  and  insight  change,  whereas  third 
year  residents  uniformally  stressed  that  behavioral 
change  in  patients  was  due  to  social  learning  tenets  such 
as  change  being  based  on  external  factors  and  reward- 
punishment  schedules.  One  third  year  resident  stated, 
“Behavior  changes  are  effected  and  to  a certain  extent 
induced  by  changes  in  environment  and  by  a variety  of 
reinforcement  techniques.”  Whereas,  a first  year  resi- 
dent stressed,  “People  change  only  through  a desire  to 
do  so  and  an  awareness  of  insight  into  their  problem.” 
Will  power,  desire  to  change,  and  insight-awareness 
issues  dominated  first  and  second  year  resident  answers 
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while  third  year  residents  tended  to  emphasize  stimu- 
lus-response relationships  in  explaining  behavior 
change . 

Modes  of  Therapy 

Residents  strongly  indicated  that  they  were  much 
more  comfortable  employing  individual  therapy  than 
with  marital,  family,  or  group  therapy  approaches. 
Most  prefer  to  administer  patient  education  in  a one-on- 
one  setting  rather  than  in  groups.  Overall,  four  out  of 
five  family  practice  residents  surveyed  indicated  that 
they  currently  use  individual  therapy  in  their  practice. 
Only  9%  indicated  use  of  or  comfort  with  group  ther- 
apy. Forty  percent  indicated  current  use  of  marital  and 
family  therapy  in  their  family  practice  center  practices. 
Six  percent  indicated  that  they  refer  such  cases  out  to 
mental  health  professionals  rather  than  treat  them  them- 
selves (Appendix  C). 

Therapy  of  Choice  Decisions 

Overall,  residents  seemed  most  unsure  of  their 
answers  on  this  open  ended  survey  question,  “How  do 
you  determine  which  therapy  is  appropriate?”  No  clear 
year  of  level  of  training  differences  emerged.  One  third 
year  quite  frankly  stated,  “I’m  not  sure  that  I do  (deter- 
mine which  therapy  is  appropriate).”  Results  reveal  a 
lack  of  association  in  residents’  decision-making  pro- 
cess between  symptom  clusters,  psychological  or 
psychiatric  diagnoses,  and  appropriate  related  treat- 
ments. 

Criteria  for  Termination 

Residents  were  asked  what  criteria  they  use  to  decide 
when  to  terminate  therapy  with  patients.  Seventy-five 
percent  of  all  residents  surveyed  indicated  they  use 
increases  in  independence  and  related  decision-making 
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variables  as  the  major  criterion  used  to  decide  about 
when  to  terminate  therapy.  Sixty-six  percent  also  use 
lack  of  patient  effort  to  change  as  a criterion  to  discon- 
tinue their  active  involvement  in  a counseling  rela- 
tionship. Sixty-three  percent  indicated  marked  im- 
provement in  chief  complaints  as  an  additional  impor- 
tant variable  in  making  such  decisions  (Appendix  D). 

Integration  of  Counseling  in  Practice 

All  residents  surveyed  indicated  that  they  plan  to 
devote  some  time  to  counseling  and  psychotherapy  in 
their  private  practice.  One  resident’s  response  revealed 
plans  to  set  aside  a “counseling  day”  each  week  to 
provide  psychological  interventions  to  patients. 
However,  the  average  response  revealed  that  most  resi- 
dents surveyed  hoped  to  be  able  to  use  psychotherapy 
or  behavior  therapy  “as  needed,”  and  estimated  that 
they  would  have  2-3  half  hour  sessions  with  patient/ 
week. 

Criteria  for  Referral 

Two  primary  reasons  for  referral  to  psychologists 
and  psychiatrists  emerged  from  the  data;  lack  of  exper- 
tise and  the  realization  of  not  having  enough  time  to 
devote  to  the  particular  case  at  hand.  Others  specifical- 
ly mentioned  the  realization  that  long-term  therapy  was 
indicated  in  a given  case  would  cause  them  to  refer 
because  of  the  fear  that  they  would  not  have  the  time  to 
devote  to  treatment.  Psychologists  and  psychiatrists 
were  the  only  mental  health  professionals  that  were 
specifically  mentioned. 

Defining  the  Doctor-Patient  Relationship 

Patience,  trust,  and  a caring  attitude  on  the  part  of  the 
doctor  were  qualities  which  dominated  all  the  resi- 
dents’ definitions  of  the  family  practice  doctor-patient 
relationship.  Most  answers  stressed  concern  for  all 
aspects  of  a patient’s  life.  Mutual  respect  was  also 
frequently  mentioned  as  characterizing  the  successful 
relationship.  For  example  one  resident  stated,  the  rela- 
tionship is  “one  in  which  the  doctor  would  be  con- 
cerned not  only  with  the  patient’s  specific  physical 
and/or  mental  complaint  but  also  with  home  situation, 
work,  finances,  etc. , since  all  of  these  factors  affect  the 
‘total  patient.’  ” Another  stated  “the  family  physician 
can  be  a mother  or  father  figure  to  a whole  family  and 
should  teach  individual  members  to  take  care  of  them- 
selves physically  and  emotionally.” 

Why  Do  Patients  Avoid  Counseling? 

Eighty-three  percent  of  all  residents  surveyed  felt 
that  patient  perceptions  that  the  doctor  is  ‘ ‘too  busy , ’ ’ is 
the  major  reason  patients  avoid  counseling  with  their 
family  physician.  Other  prominent  reasons  mentioned 
by  the  residents  included:  mistrust,  fear,  embarrass- 
ment, lack  of  empathy  on  the  part  of  the  family  physi- 
cian, and  worry  about  confidentiality. 
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Defining  Psychosomatic  Disorders 

Residents  demonstrated  a good  cognitive  under- 
standing of  psychosomatics  and  conversion  phe- 
nomena. Uniformly,  residents  emphasized  the  chronic 
presence  of  symptoms  that  could  not  be  organically 
explained  and  that  could  be  linked  to  an  emotional  or 
psychosocial  etiology.  Only  one  resident  indicated  an 
inability  to  define  a psychosomatic  disorder.  One  first 
year  resident  defined  the  disorder  as  one  in  which  an 
emotional  problem  is  expressed  through  the  symptoma- 
tology of  an  organic  disorder.  A few  residents  tended  to 
confuse  psychosomatic  disorder  with  the  newer  DSM 
III  diagnosis  of  Psychological  Factors  Affecting  a 
Physical  Disorder. 

Incidence  of  Psychosomatic  Disorder  in  Practice 

All  residents  also  were  asked  to  estimate  the  percent- 
age of  their  patients  they  felt  were  suffering  from 
psychosomatic  disorders.  The  responses  were  as  fol- 
lows: first  year  residents  rated  the  occurrence  rate  at 
32%,  second  year  residents  responded  27%,  and  third 
year  residents  28%,  resulting  in  an  overall  average  of 
29%. 

Discussion 

The  results  reveal  some  definite  theory  and  practice 
trends  among  Alabama  family  practice  residents.  Most 
residents  identify  their  theoretical  orientation  as  be- 
havioral. The  residents  indicated  that  almost  one-third 
of  the  cases  they  encounter  in  their  residency  experi- 
ence are  psychosomatic  disorders.  Over  three-fourths 
of  the  residents  use  individual  therapy  as  an  interven- 
tion in  their  practices,  while  fewer  use  marital  and 
family  therapy  (41%).  Most  residents  indicated  plans  to 
incorporate  counseling  and  psychotherapy  into  their 
practices  by  setting  aside  20-30  minute  blocks  on  an  as 
needed  basis  and  to  use  increases  in  independence,  lack 
of  patient  compliance  or  investment,  and  marked 
change  in  chief  complaint  as  criteria  for  termination  of 
treatment.  Residents  also  indicated  frequent  use  of  pa- 
tient education  as  a behavioral  science  intervention. 

A clear  training  deficit  also  emerged  in  the  residents’ 
self-reports  in  the  area  of  relating  different  patients  with 
differing  symptoms  to  differential  decisions  about 
psychological  treatment  interventions.  Behavioral 
psychologists  in  the  family  practice  residency  should 
be  motivated  by  these  findings  to  spend  more  time 
teaching  and  demonstrating  the  known  relationships 


between  symptoms,  psychological  theory,  and  related 
treatments  of  choice.  In  this  regard,  behavioral  medi- 
cine is  uniquely  suited  to  family  medicine  in  its  insist- 
ence on  asking  “Which  particular  treatment  is  best  for 
this  particular  person  in  this  particular  biological- 
familial-psychosocial  situation  at  this  particular 
time?’’^'^ 

Most  residents  classify  themselves  as  behavioral,  but 
seem  to  be  lacking  both  in  the  areas  of  theoretical 
background  and  integration  of  the  choice  of  technique 
level.  Education  about  and  exposure  to  developments 
in  behavioral  medicine  are  suggested  as  a means  of 
improving  residents’  skills  in  linking  objective  findings 
with  related  appropriate  psychological  interventions.^^ 
Balint-type  seminars,  video-tape  reviews,  and  case 
conference  reviews  are  also  frequently  suggested  in  the 
literature  for  improving  skills  in  this  area.*^  ‘*  Clear 
and  direct  relationships  between  theory  and  practice 
long  have  been  felt  to  be  of  essential  importance  to  the 
successful  growth  of  any  science  or  practice  spe- 
cialty.^^ These  findings  suggest  a significant  need  for 
more  emphasis  on  theory  and  practice  integration  in  the 
family  practice  residency  behavioral  medicine  curricu- 
lum and  a requirement  for  more  research  in  this  area. 
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You  Imow  it's  not  your 
everyday  patient  problem. 
Alcoholism  is  far  different 
from  most  other  diseases. 
Patients  try  to  hide  it  from 
you.  They  resist  treatment. 
They  deny  they  have  the 
disease  at  all. 

Such  a complex  physical 
and  emotional  problem 
usually  requires  extensive 
evaluation.  And  interven- 


tion counseling  is  frequently 
needed. 

If  you  are  a specialist  in 
addiction  treatment,  you're 
equipped  to  deal  with  these 
problems.  If  not,  consider 
Brookwood  Recovery  Cen- 
ter as  your  specialist  and 
partner  in  the  treatment  of 
alcoholism  and  drug  abuse. 
We're  a specialized  facility 
staffed  to  serve  both  your 


patient  and  patient's  family. 
Our  nation^y  recognized 
treatment  pro^ams  have 
given  us  one  of  the  best  re- 
covery rates  in  the  country. 
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‘ ‘ Adequate  ’ ’ Myocardial 
Preservation  for  the  Severely 
Impaired  Ventricle: 

An  Informed  Opinion 

Herman  A.  Heck,  Jr.,  M.D.* 


Within  the  last  decade  perhaps  no  topic  in  the 
cardiovascular  surgical  literature,  with  the  possi- 
ble exception  of  the  appropriate  treatment  of  ischemic 
heart  disease,  has  been  as  voluminously  addressed  or 
has  been  as  controversial  as  that  of  intraoperative 
myocardial  preservation.  From  a time  of  anoxic,  nor- 
mothermic  myocardial  arrest  with  its  appreciable  mor- 
tality and  perioperative  infarct  rate,  cardiovascular  sur- 
gical practice  has  evolved  to  virtual  universal  accept- 
ance of  hypothermic,  potassium-induced  diastolic 
arrest  as  the  present  method  of  myocardial  preserva- 
tion. With  it  have  come  admirably  low  mortality  and 
infarct  rates  in  general.  Unfortunately,  however,  so  has 
developed  a relative  complacency  among  surgeons 
which  infers  that,  realistically,  further  efforts  at  in- 
cremental improvement  are  probably  not  worth  the 
effort.  This  complacency  has  been  further  perpetuated, 
until  recently,  by  studies  the  conclusions  of  which 
derive  from  impertinent  designs  with  relatively  non- 

•  Private  Practice.  Cardiovascular-Thoracic  Surgery.  2866-V  Dauphin  Street, 
Mobile,  Alabama  36606 


discriminating  methods  of  comparing  results.  When 
considered  in  the  context  of  overall  results  representing 
that  type  of  cardiac  surgery  which  is  the  large  majority 
usually  done  (ie,  standard,  uncomplicated  procedures 
requiring  relatively  short  periods  of  ischemic  arrest 
with  otherwise  good  or  only  moderately  impaired  ven- 
tricular function),  such  an  attitude  is  tenable.  However, 
when  viewed  from  the  perspective  of  a more  restricted 
and  relative  minority  subset  of  individuals  — specifi- 
cally, those  with  severely  impaired  ventricles  with  or 
without  the  need  for  complex  procedures  requiring  long 
periods  of  ischemic  arrest  — a sincere  re-assessment  of 
that  attitude,  especially  in  light  of  correspondingly  per- 
sistent suboptimal  results,  is  in  order. 

What  constitutes  the  implied  margin  of  difference  as 
regards  adequate  myocardial  preservation  for  the  sev- 
erely impaired  or  jeopardized  ventricle  requires  a brief 
understanding  of  the  occurrences  during  anoxic 
myocardial  arrest  and  post-i.schemic  reperfusion  as 
well  as  certain  interventions  which  modify  them.  Upon 
placement  of  the  aortic  cross-clamp  during  cardiopul- 


Junc  1985  / 41 


monary  bypass,  coronary  perfusion  from  the  pump- 
oxygenator  ceases  and  the  myocardium  becomes  ische- 
mic (anoxic).  In  general,  this  will  induce  ventricular 
fibrillation,  the  asynchronously  and  inefficiently  con- 
tracting sarcomeres  rapidly  depleting  any  stored  high 
energy  radicles  (ATP)  while  simultaneously  converting 
from  aerobic  to  anaerobic  metabolism  in  an  attempt  to 
replenish  these  stores  and  maintain  cellular  viability.* 
If  at  this  point  immediate  diastolic  arrest  of  this  useless 
electro-mechanical  action  with  potassium  cardioplegia 
does  not  occur  and  additional  significant  reduction  in 
the  basal  cellular  metabolic  rate  with  hypothermia  is 
not  achieved,  rapidly  progressive  and  irreversible  sar- 
comere and,  ultimately,  myocardial  damage  will 
ensue. ^ Here  virtually  all  surgeons  agree  that  interven- 
tion with  hypothermic  hyperkalemic  cardioplegia  is 
indicated.  Paradoxically,  however,  here  too  many  di- 
verge — whether  because  of  ignorance  or  convenient 
disregard  — as  to  whether  mere  maintenance  to  the 
extent  possible  of  such  an  inexorably  detrimental, 
albeit  slowed,  metabolic  state  is  satisfactory  or  whether 
efforts  to  revert  to  more  efficient  and  salutary  subcellu- 
lar  physiology  is  necessary  for  optimal  myocardial 
preservation. 

Assuming  immediate  arrest  and  reduction  of  meta- 
bolic rate  with  corresponding  preservation  and  slowed 
utilization  of  ATP,  nevertheless,  eventual  depletion 
will  result  as  the  inefficient  anaerobic  production  of 
ATP  (for  every  36  ATP’s/mole  derived  from  aerobic 
glucolusis  and  oxidative  phosphorylation,  only  2 
ATP’s/mole  are  generated  by  anaerobic  glucolusis)  is 
further  inhibited  by  lactic  acidosis  and  glycogen  deple- 
tion and,  therefore,  becomes  imminently  inadequate  to 
meet  basal  metabolic  demands.*  This  eventuality  will 
be  temperature,  pH  and  time  dependent  as  well  as 
dependent  on  pre-existing  myocardial  ATP  reserve  (a 
function  of  the  pre-operative  chronic  and  acute  state  of 
the  myocardium  as  well  as  the  hemodynamic  state) 
prior  to  anoxic  arrest  and,  although  favorably  modifi- 
able by  timely  repeated  doses  of  cardioplegia,  is  only 
partially  and  inadequately  so.^  Gradually,  cellular  and 
subcellular  membrane  structural  integrity  and  transport 
function  and  mitochondrial  enzyme  function  perva- 
sively deteriorate  and  cellular  edema  with  loss  of 
myocardial  compliance  occurs. 

Upon  release  of  the  cross-clamp  and  re- 
establishment of  normocalcemic  reperfusion  of  the 
coronaries,  the  extracellular  sarcomere  millieu  becom- 
es relatively  hypercalcemic.  With  subsequent  excita- 
tion by  the  membrane  action-potential,  and  in  the  ab- 
sence of  usual  active  transport  regulating  mechanisms, 
massive  calcium  influx  into  the  sarcomere  results. 
Here,  two  critical  calcium  mediated  subcellular  func- 
tions become  adversely  affected.  First,  mitochondrial 
synthesis  of  ATP  by  oxidative  phosphorylation  is  large- 
ly inhibited  because  of  mitochondrial  binding  of  Ca"^ 
in  detrimental  concentrations.*  Second,  the  relaxation 
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TABLE  I 

Factors  Influencing  and  Cardioplegic  Interventions  Modifying  Myocardial  Preservation 


Factor 

Intervention 

Effect 

Cellular  metabolic  rate 

K + 

immediate  electromechanical  arrest  with  preservation 
of  stored  ATP  sources 

hypothermia 

diminish  ischemic  cellular  metabolic  rate  and 

alkaline  pH 

energy  utilization 

buffer  lactic  acidosis  thereby  enhancing  ph  dependent 

(THAM,  HCOa) 

anaerobic  glucolusis 

Sub-cellular  structural 

hyperosmolarity  (mannitol) 

minimize  ischemic-induced  anoxic  edema. 

integrity 

(albumin) 

increase  myocardial  compliance 

steroids  (procaine) 

membrane  stabilization  with  delay  in  ischemic-induced 
subcellular  injury 

Sub-cellular  functional 

Hgb-02  (blood) 

maintain  efficient  aerobic  metabolism  and  maximize 

integrity 

(stroma-free  Hgb-02) 

ATP  production 

Ca  channel  blockers 

minimize  Ca  influx  during  post-ischemic  reperfusion 

CPD 

render  blood-cardioplegia  hypocalcemic  minimizing  blood- 
cardioplegia  induced  reperfusion  injury 

Substrate  enhancement 

creatine  P04,  TP  Mg 

supply  high  energy  phosphate  free  radicles  or  favorably 
influence  their  production/utilization 

glutamate 

enhance  Krebs  cycle  and  oxydative  phosphorylation 
(aerobic) 

glucose 

enhance  glucolusis  (anaerobic) 

Cardioplegia  techniques 

warm  induction  — 

enhance  reparative  metabolism  under  conditions  of 

secondary  cardioplegia 

minimal  energy  utilization 

low  pressure 

minimize  anoxic-induced  edema  maximized  uniform 

other  (technical) 

global  distribution 

phase  of  excitation-contraction  coupling  of  the  contrac- 
tile proteins,  which  is  dependent  upon  uniform  and 
rapid  active  transport  of  calcium  back  to  the  sarco- 
plasmic reticulum,  is  severely  compromised  and 
desynchronized.^  This  may  be  clinically  manifest  by  a 
tonic  (“stone-heart”)  or  clonic  (partially  relaxable,  yet 
inadequate)  contractile  state  of  the  heart  depending  on 
prior  adequacy  of  myocardial  preservation. 

In  light  of  the  preceding  synopsis  of  pertinent  sub- 
cellular  cardiac  events,  it  seems  obvious  — and  has 
recently  been  incontrovertibly  substantiated  by  many 
well  designed  and  discriminating  studies  — that  efforts 
aimed  at  maintaining  and  enhancing  aerobic  metabol- 
ism during  ischemic  arrest  and  preventing  reperfusion 
injury  would  be  significantly  more  beneficial  to  the 
heart  than  mere  optimization  of  inefficient  and  limited 
anaerobic  metabolism.'*  * Asanguineous  (crystalloid) 
cardioplegia  which  provides  no  oxygenated  substrate 
for  aerobic  metabolism  can  only  achieve  that  degree  of 
myocardial  preservation  afforded  by  the  latter.  Like- 
wise, it  cannot  provide  the  aerobic  means  whereby 
enhancement  of  subcellular  reparative  processes  can  be 
achieved  prior  to  reperfusion  thereby  minimizing  sub- 
sequent reperfusion  injury.  Thus,  further  compromise 
of  whatever  degree  of  preservation  had  been  achieved 
cannot  be  mitigated. 


Over  the  past  several  years  it  has  been  consistently 
and  independently  shown  that  maximal  myocardial 
preservation  of  the  severely  impaired  and/or  jeopar- 
dized ventricle  can  be  achieved  by  the  use  of  repetitive 
blood  cardioplegia  which  does  provide  the  oxygenated 
substrate  necessary  for  continued  aerobic  metab- 
olism.'*’ So  too  it  seems  that  optimal  maintenance 
of  such  preservation  is  at  least  partly  dependent  upon 
administration  prior  to  cross-clamp  release  of  a 
“secondary”  normothermic  hypocalcemic  blood  car- 
dioplegia, an  intervention  which  allows  maximal  sub- 
cellular  enzyme  and  active  transport  reparative  pro- 
cesses to  be  accomplished  under  conditions  of  absent 
electro-mechanical  energy  utilization  and  serves  to  re- 
store the  integrity  of  those  otherwise  impaired  basic  and 
vital  functions  of  mitochondrial  energy  production  and 
efficient,  phasic  excitation-contraction  coupling.^’  * 
Other  adjunctive  cardioplegic  additives  and/or  tech- 
niques as  summarized  in  Table  1 have  been  proposed, 
some  seemingly  with  merit."  '*  However,  when  util- 
ized in  conjunction  with  crystalloid  as  the  “vehicle,” 
they  have  been  shown  at  best  to  variably  improve 
otherwise  mediocre  myocardial  preservation  when 
compared  to  that  achievable  with  blood.  Furthermore, 
the  imputed  disadvantage  of  loss  of  an  increment  of 
preservation  with  blood  verses  crystalloid  by  virtue  of 
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its  slightly  warmer  (10-15°  C vs  4°  C)  hypothermic 
requirement  in  order  to  minimize  sludging  and/or  mal- 
distribution secondary  to  rouleau  formation  has  been 
discredited.*^’  In  addition  to  similar  maldistribution 
occurring  with  crystalloid  cardioplegia  (for  different 
reasons),  the  maintenance  of  aerobic  and  reparative 
subcellular  physiology  has  been  shown  to  more  than 
offset  whatever  minimal  increment  of  preservation  a 
few  more  degrees  of  hypothermia  could  provide  under 
usual  or  even  moderately  extended  ischemic  periods. 

To  be  fair,  not  all  surgeons  who  utilize  blood  cardio- 
plegia themselves  agree  vis-a-vis  the  significance  of 
certain  variations  such  as  secondary  cardioplegia, 
warm  induction,  substrate  enhancement,  etcetera.  And 
well  it  might  be  argued  that  given  the  basic  advantage 
of  maintenance  of  aerobic  metabolism  with  multidose 
blood  cardioplegia,  practically  speaking  these  adjuncts 
offer  only  a modest  and,  therefore,  dispensible  im- 
provement relative  to  the  effort  required  to  implement 
them.  Though  representing  much  the  same  complacen- 
cy as  the  basic  issue  of  blood  verses  asanguineous 
cardioplegia  — albeit  on  a much  lesser  scale  as  regards 
the  implication  with  respect  to  myocardial  preservation 
— this  notwithstanding,  the  appreciable  advantages  of 
basic  blood  cardioplegia  seem  to  be  well  documented 
and  accepted.  The  present  data  strongly  suggests  that 
the  surgeon  who  continues  to  use  asanguineous  cardio- 
plegia for  the  preservation  of  the  severely  impaired  or 
jeopardized  ventricle  justify  continued  unsatisfactory 
perioperative  results  with  other  than  the  heretofore  all 
too  often  accepted  lament  of  “end-stage  disease.” 

References 

1.  Braunwald  E,  Sobel  BE,  Effects  of  ischemia  on  myocardial  metabolism.  Heart 
Disease:  A Textbook  of  Cardiovascular  Medicine,  W.  B.  Saunders  Co.,  Vol.  2,  pp. 
1294-1298,  1980 

2.  Follette  DM,  Fey  K,  Mulder  D,  Maloney  JV,  BuckbergGD,  Prolonged  safe  aortic 
clamping  by  combining  membrane  stabilization,  multidose  cardioplegia  and  appropri- 


ate pH  reperfusion , Journal  of  Thoracic  and  Cardiovascular  Surgery,  74  (5):682-694, 

1977 

3.  Braunwald  E,  Excitation-contracting  coupling.  Heart  Disease:  A Textbook  of 
Cardiovascular  Medicine,  W.  B.  Saunders  Co.,  Vol.  1,  pp.  462-464,  1980 

4.  Fremes  SE,  Christakis  GT,  Weisel  RD,  Mickle  DAG,  Madonick  MM,  Ivanov  J, 
Harding  R,  Seawright  SJ,  Houle  S,  McLaughlin  PR,  Baird  RJ,  A clinical  trial  of  blood 
and  crystalloid  cardioplegia.  Journal  of  Thoracic  and  Cardiovascular  Surgery 
88(5):726-741,  1984 

5.  Feindel  CM,  Tait  GA,  Wilson  GT,  Klement  P,  MacGregor  DC,  Multidose  blood 
verses  crystalloid  cardioplegia:  Comparison  by  quantitative  assessment  of  irreversible 
myocardial  damage,  Journa/  of  Thoracic  and  Cardiovascular  Surgery , 87(4):585-595 , 
1984 

6.  Singh  AK,  FarTugiaR,TeplitzC,  Karlson  KE,  Electrolyte  verses  blood  cardiople- 
gia: Randomized  clinical  and  myocardial  ultrastructural  study,  Annals  of  Thoracic 
Surgery,  33(3):2 18-227,  1982 

7.  Lazar  HL,  Buckberg  GD,  Manganaro  AJ,  Foglia  RP,  Becker  H,  Mulder  DG, 
Maloney  JV,  Reversal  of  ischemic  damage  with  secondary  blood  cardioplegia.  Journal 
of  Thoracic  and  Cardiovascular  Surgery,  78(5):688-697,  1979 

8.  Follette  DM,  Fey  K,  Buckberg  GD,  Helly  JJ,  Steed  DL,  Foglia  RP,  Maloney  JV, 
Reducing  postischemic  damage  by  temporary  modification  of  reperfusate  calcium, 
potassium,  pH  and  osmalarity.  Journal  of  Thoracic  and  Cardiovascular  Surgery, 
82(2):221-238,  1981 

9.  Follette  DM,  Mulder  DG,  Maloney  JV,  Buckberg  GD,  Advantages  of  blood 
cardioplegia  over  continuous  coronary  perfusion  or  intermittent  ischemia.  Journal  of 
Thoracic  and  Cardiovascular  Surgery,  76(5):604-619,  1978 

10.  Catinella  FP,  Cunningham  JN,  Spencer  FC,  Myocardial  protection  during 
prolonged  aortic  cross-clamping:  Comparison  of  blood  and  crystalloid  cardioplegia. 
Journal  of  Thoracic  and  Cardiovascular  Surgery,  88(3):41 1-423,  1984 

1 1 . Rosenkranz  ER,  Okamoto  F,  Buckberg  GD,  Vinten-Johansen  J,  Robertson  JM, 
Bugyi  H,  Safety  of  prolonged  aortic  clamping  with  blood  cardioplegia:  Glutamate 
enrichment  in  overly  depleted  hearts.  Journal  of  Thoracic  and  Cardiovascular 
Surgery,  88(3):402-410,  1984 

12.  Robinson  LA,  Baimbridge  MV,  Hearse  DJ,  Creatine  phosphate:  An  additive 
myocardial  protective  and  antiarrhythmia  agent  in  cardioplegia.  Journal  of  Thoracic 
and  Cardiovascular  Surgery,  87(2):  190-200,  1984 

13.  Standeven  JW,  Jellinek  M,  Menz  LJ,  Kolata  RJ,  Bamer  HB,  Cold  blood 
potassium  diltiazem  cardioplegia.  Journal  of  Thoracic  and  Cardiovascular  Surgery, 
87(2):201-212,  1984 

14.  Balderman  SC,  Chan  AK,  Gage,  AA,  Verapamil  cardioplegia:  Improved 
myocardial  preservation  during  global  ischemia.  Journal  of  Thoracic  and  Car- 
diovascular Surgery,  88(l):57-66,  1984 

15.  Hearse  DJ,  Stewart  DA,  Baimbridge  MV,  Myocardial  protection  during  ische- 
mic cardiac  arrest:  The  importance  of  magnesium  in  cardioplegia  infusates.  Journal  of 
Thoracic  and  Cardiovascular  Surgery,  75(6):877-885,  1978 

16.  BixlerTJ.  Gardner  TJ,  Flaherty  JT,  Goldman  RA,  Gott,  VL,  Effects  of  procaine 
induced  cardioplegia  on  myocardial  ischemia,  myocardial  edema  and  postarrest  ven- 
tricular function.  Journal  of  Thoracic  and  Cardiovascular  Surgery,  75(6):886-893, 

1978 

17.  Weisel  RD,  Hoy  FBY,  Baird  RJ,  Ivanov  J,  Hilton  DJ,  Bums  RJ,  Mickle  DAG, 
Mickleborough  LL,  Scully  HE,  Goldman  BS,  McLaughlin  PR,  Comparison  of  alterna- 
tive carioplegia  technique,  yourna/  of  Thoracic  and  Cardiovascular  Surgery , 86(  1 ):97- 
107,  1983 

18.  Rosenkranz  ER,  Vinten-Johansen  J,  Buckberg  GD,  Okamoto  F.  Edwards  H, 
Bugyi  H,  Benefits  of  normothermic  induction  of  blood  cardioplegia  in  energy  depleted 
hearts,  with  maintenance  of  arrest  by  multidose  cold  blood  cardioplegic  infusions. 
Journal  of  Thoracic  and  Cardiovascular  Surgery,  84(5):667-677,  1982 

19.  Robertson  JM,  Buckberg  GD,  Vinten-Johansen  J,  Leaf  JD,  Comparison  of 
distribution  beyond  coronary  stenoses  of  blood  and  asanguineous  cardioplegic  solu- 
tions, Journal  of  Thoracic  and  Cardiovascular  Surgery,  86(l):80-86,  1983 

20.  Rosenfeldt  FL,  The  relationship  between  myocardial  temperature  and  recovery 

after  experimental  cardioplegic  arrest.  Journal  of  Thoracic  and  Cardiovascular 
Surgery,  84(5):656-666,  1982  [7] 


44  / Alabama  Medicine,  The  Journal  of  MASA 


For  faster  claims  payment, 
count  on  the  card's  computer, 

and  a terminal  in  your  office  that  connects  you  to  Blue  Cross 
and  Blue  Shield  of  Alabama.  Your  claims  are  processed  faster 
and  more  efficiently  for  a better  cash  flow.  There’s  nothing  to 
sort,  sign  or  mail.  Just  type  your  claims  into  the  terminal. 

Blue  Cross  and  Blue  Shield  computer  claims  service  is 
dependable,  easy,  and  cost  effective.  Find  out  more  about  Blue 
Cross  and  Blue  Shield  daily  computer  claims  service.  In 
Birmingham,  call  988-258B  Or  write  us  at  Provider  Services, 
Blue  Cross  and  Blue  Shield  of  Alabama,  450  Riverchase 

Parkway  East,  Birming-^ A.. am  r-trrM 
ham,  Alabama 35298.  vOUIll  Oil  IllC  CdlQ. 

Blue  Cross 
Blue  Shield 

of  Alabama 


inrracorp 


The  Disability  Management  Company 

INTERNATIONAL  REHABILITATION  ASSOCIATES,  INC. 
MEDICAL  REVIEW  SERVICES 
INTERNATIONAL  REHABILITATION  INSTITUTE 
EMPLOYEE  ASSISTANCE  PROGRAMS 
HOME  HEALTH  CARE 
RESYS  BUSINESS  SYSTEMS 


— PHYSICIAN  ADVISORS  NEEDED  - 

FOR  MEDICAL  REVIEW  IN  ALL  SPECIALTY 
AREAS  AND  GENERAL  PRACTICE. 

MEDICAL  REVIEW  IS  CONDUCTED  IN  A 
PEER  REVIEW  MANNER. 


213  Gadsden  Highway,  Suite  115  / Birmingham,  AL  35235  / 205  836-4207 


Fluoride  in  the  Treatment  of 
Osteoporosis:  Risk  of  Adverse 
Effects  on  Bone* 

Jiri  Dubovsky,  M.D.,  Ph.D.t 
Mary  Altz-Smith,  M.D.ij: 


The  bone  loss  in  postmenopausal  and  involutional 
osteoporosis  of  the  spine  is  essentially  irreversible. 
Currently  recommended  management  with  calcium, 
estrogens,  and  calciferol  or  its  derivatives  at  best  pre- 
vents additional  bone  loss  and  stabilizes  the  osteopenic 
state. 

The  only  treatment  known  to  increase  the  amount  of 
cancellous  bone  and  to  decrease  the  incidence  of  ver- 
tebral compression  fractures  is  long-term  administra- 
tion of  fluoride  and  calcium.  However,  the  recent  Con- 
sensus Development  Conference  on  Osteoporosis  at  the 
National  Institutes  of  Health'  and  editorials  in  leading 
medical  journals^’  ^ label  fluoride  treatment  as  ex- 
perimental. Also,  this  agent  has  not  been  approved  by 
the  Food  and  Drug  Administration  for  treatment  of 
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osteoporosis.  Nonetheless,  a fair  number  of  patients  are 
being  treated  with  fluoride  for  osteoporosis,  and  a prep- 
aration containing  a moderate  dose  of  sodium  fluoride 
with  calcium  carbonate  is  available  without  prescrip- 
tion. 

Fluoride  in  therapeutic  doses  affects  the  bone  in  a 
complex  manner.  It  directly  stimulates  osteoblasts  and, 
in  the  presence  of  adequate  calcium  supply,  increases 
the  amount  of  cancellous  bone  by  apposition  of  new 
bone  on  pre-existing  trabeculae.  The  reduced  number 
of  trabeculae  (typical  in  osteoporosis)  does  not  in- 
crease, only  their  thickness.  In  60  to  75%  of  patients  in 
several  clinical  studies,'*'  ^ a decrease  in  the  frequency 
of  vertebral  compressions  occurred  from  the  second 
year  of  treatment  onward.  This  improvement  in  the 
course  of  osteoporosis  most  likely  reflects  the  increase 
of  cancellous  bone  mass.  In  contrast  to  cancellous 
bone,  cortical  bone  mass  does  not  increase  and  actually 
may  decrease  transiently  or  — in  adverse  response  to 
fluoride  — progressively.  Fluoride  is  a potentially  nox- 
ious agent,  as  documented  by  endemic  and  industrial 
fluorosis.^  In  therapeutic  doses  but  without  adequate 
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Angina  conies  in 
many  forms... 


So  does 

SORBITRATE 

(ISOSORBDE  DINITRATE) 

Unsurpassed  flexibility 
in  nitrate  therapy. 


2.5  mg  5 mg  10  mg 
Sublingual  Tablets 


5 mg  10  mg  5 mg  10  mg  20  mg  30  mg  40  mg 

Chewable  Tablets  Oral  “Swallow"  Tablets 


40  mg 

Sustained  Action 
"Swallow"  Tablets 
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See  lollowing  page  for  brief  summar^f  of  prescribing  information 


SORBITRATE 

(BOSOFBDE  aNlTRATE) 

Please  consult  full  prescribing  Information  before  use.  A summary  follows: 

INDICATIONS  AND  USAGE:  SORBITRATE  (isosorbde  dinilrate)  is  indicated  for  the  treatment 
and  prevention  ot  angina  pectoris  All  dosage  forms  of  isosorbde  dinitrate  may  be  used 
prophylaclically  to  decrease  frequency  and  seventy  of  anginal  attacks  and  can  be  expected  to 
decrease  the  need  for  sublingual  nitroglycerin 

The  sublingual  and  chewaWe  forms  of  the  drug  are  indicated  for  acute  prophylaxis  of  angina 
pectons  when  taken  a few  minutes  before  situations  likely  to  provoke  anginal  attacks  Because 
of  a slower  onset  of  effect,  the  oral  forms  of  isosorbide  dinitrate  are  not  indicated  for  acute 
prophylaxis 

CONTRAINDICATIONS:  SORBITRATE  is  contraindicated  in  patients  who  have  shown 
purported  hypersensitivity  or  idiosyncrasy  to  it  or  other  nitrates  or  nitrites  Epinephrine  and 
related  compounds  are  ineffective  in  reversing  the  severe  hypotensive  events  associated  with 
overdose  and  are  contraindicated  in  this  situation 

WARNINGS:  The  benefits  of  SORBITRATE  during  the  early  days  of  an  acute  myocardial 
infarction  have  not  been  estaWished  If  one  elects  to  use  organic  nitrates  in  early  infarction, 
hemodynamic  monitoring  and  frequent  clinical  assessment  should  be  used  because  of  the 
potential  deleterious  effects  of  hypotension 

PRECAUTIONS:  General:  Severe  hypotensive  response,  particularly  with  upright  posture,  may 
occur  with  even  small  doses  of  SORBITRATE  The  drug  should  therefore  be  used  with  caution  in 
subjects  who  may  have  blood  volume  depletion  from  diurefic  therapy  or  in  subjects  who  have 
low  systolic  blood  pressure  (eg.  below  90  mmHg)  Paradoxical  bradycardia  and  increased 
angina  pectoris  may  accompany  nitrate-induced  hypotension.  Nitrate  therapy  may  aggravate 
the  angina  caused  by  hypertrophic  cardiomyopathy 
Marked  symptomatic,  orthostatic  hypotension  has  been  reported  when  calcium  channel 
blockers  and  organic  nitrates  were  used  in  combination.  Dose  adjustment  of  either  class  of 
agents  may  be  necessary 

Tolerance  to  this  drug  and  cross-tolerance  to  other  nitrates  and  nitrites  may  occur  Tolerance 
to  the  vascular  and  antianginal  effects  of  isosorbde  dinitrafe  or  nitroglycerin  has  been 
demonstrated  in  clinical  trials,  experience  through  occupational  exposure,  and  in  isolated 
tissue  experiments  in  the  laboratory  The  importance  of  folerance  to  the  appropriate  use  of 
isosorbde  dinitrate  in  the  management  ot  patients  with  angina  pectoris  has  not  been 
determined  However,  one  clinical  trial  using  treadmill  exercise  tolerance  (as  an  end  point)  found 
an  8-hour  duration  of  action  of  oral  isosorbde  dinitrate  following  the  first  dose  (after  a 2-week 
placebo  washout)  and  only  a 2-hour  duration  of  effect  of  the  same  dose  after  1 week  of 
repetitive  dosing  at  conventional  dosing  intervals  On  the  other  hand,  several  trials  have  been 
able  to  differentiate  isosorbde  dinitrate  from  placebo  after  4 weeks  of  therapy  and,  in  open 
trials,  an  effect  seems  detectable  for  as  long  as  several  months. 

Tolerance  clearly  occurs  in  industrial  workers  continuously  exposed  to  nitroglycerin. 
Moreover,  physical  dependence  also  occurs  since  chest  pain,  acute  myocardial  infarction,  and 
even  sudden  death  have  occurred  during  temporary  withdrawal  of  nitroglycerin  from  the 
workers.  In  clinical  trials  in  angina  patients,  there  are  reports  of  anginal  attacks  being  more 
easily  provoked  and  of  rebound  in  the  hemodynamic  effects  soon  after  nitrate  withdrawal.  The 
relative  importance  of  these  observations  to  the  routine,  clinical  use  of  isosorbide  dinitrate  is  not 
known.  However,  it  seems  prudent  to  gradually  withdraw  patients  from  isosorbde  dinitrate 
when  the  therapy  is  being  terminated,  rather  than  stopping  the  drug  abruptly 
Information  for  Patients:  Headache  may  occur  during  initial  therapy  with  SORBITRATE 
Headache  is  usually  relieved  by  the  use  of  standard  headache  remedies  or  by  lowering  the 
dose  and  tends  to  disappear  after  the  first  week  or  two  of  use. 

Drug  Interactions:  Alcohol  may  enhance  any  marked  sensitivity  to  the  hypotensive  effect  of 
nitrates 

Isosorbde  dinitrate  acts  directly  on  vascular  smooth  muscle;  therefore,  any  other  agent  that 
depends  on  vascular  smooth  muscle  as  the  final  common  path  can  be  expected  to  have 
decreased  or  increased  effect  dejpending  on  the  agent 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  long-term  studies  in  animals 
have  been  performed  to  evaluate  the  carcinogenic  potential  of  this  drug,  A modified  fwo-litfer 
reproduction  study  in  rats  fed  isosorbide  dinitrate  at  25  or  100  mg/kg/day  dxJ  not  reveal  any 
effects  on  fertility  or  gestation  or  any  remarkabe  gross  pathology  in  any  parent  or  offspring  fed 
isosorbde  dinifrate  as  compared  with  rats  fed  a basal-controlled  diet 
Pregnancy  Category  C:  Isosorbde  dinitrate  has  been  shown  to  cause  a dose-related 
increase  in  embryotoxicity  (increase  in  mummified  pups)  in  rabbits  at  oral  doses  35  and  150 
times  the  maximum  recommended  human  daily  dose  There  are  no  adequate  and 
well-controlled  studies  in  pregnant  women  SORBITRATE  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk.  Because 
many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when  SORBITRATE  is 
administered  to  a nursing  woman 

Pediatric  Use:  The  safety  and  effectiveness  of  SORBITRATE  in  children  has  not  been 
estabished, 

ADVERSE  REACTIONS:  Adverse  reactions,  particularly  headache  and  hypotension,  are 
dose-related.  In  clinical  trials  at  various  doses,  the  following  have  been  observed 
Headache  is  the  most  common  (reported  incdence  varies  widely,  apparently  being 
dose-related,  with  an  average  occurrence  of  about  25%)  adverse  reaction  and  may  be  severe 
and  persistent  Cutaneous  vasodilation  with  flushing  may  occur.  Transient  episodes  of 
dizziness  and  weakness,  as  well  as  other  signs  of  cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop  (the  incidence  of  reported  symptomatic  hypotension 
ranges  from  2%  to  36%)  An  occasional  individual  will  exhibit  marked  sensitivity  to  the 
hypotensive  effects  of  nitrates  and  severe  responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  perspiration,  and  collapse)  may  occur  even  with  the  usual  therapeutic  dose.  Drug 
rash  and/or  exfoliative  dermatitis  may  occasionally  occur  Nausea  and  vomiting  appear  to  be 
uncommon.  Case  reports  of  clinically  significant  methemoglobinemia  are  rare  at  conventional 
doses  of  organic  nitrates  The  formation  of  methemoglobn  is  dose-related  and,  in  the  case  of 
genetic  abnormalities  of  hemoglobin  fhat  favor  methemoglobin  formation,  even  conventional 
doses  of  organic  nif  rate  could  produce  harmful  concentrafions  of  mefhemoglobin. 

DOSAGE  AND  ADMINISTRATION:  For  the  treatment  of  angina  pecforis,  the  usual  starting 
dose  for  sublingual  SORBITRATE  is  2.5  to  5 mg,  for  chewabe  tablets,  5 mg;  for  oral  (swallowed) 
tablets,  5 to  20  mg.  and  tor  controlled-release  forms.  40  mg 
SORBITRATE  should  be  titrated  upward  until  angina  is  relieved  or  side  effects  limit  the  dose 
In  ambulatory  patients,  the  magnitude  of  the  incremental  dose  increase  should  be  guided  by 
measurements  of  standing  blood  pressure 

The  initial  dosage  of  subingual  or  chewabe  SORBITRATE  for  prophylactic  therapy  in  angina 
pectoris  patients  is  generally  5 or  10  mg  every  2 to  3 hours.  Adequate  controlled  clinical  studies 
demonstrating  the  effectiveness  ot  chronic  maintenance  therapy  with  these  dosage  forms 
have  not  been  reported 

SORBITRATE  in  oral  doses  of  10  to  40  mg  given  every  6 hours  or  in  oral  controlled-release 
doses  of  40  to  80  mg  given  every  8 to  12  hours  is  generally  recommended.  The  extent  to  which 
development  of  tolerance  should  modify  the  dosage  program  has  not  been  defined  The  oral 
controlled-release  forms  of  isosorbide  dinitrate  should  not  be  chewed 
DOSAGE  FORMS  AVAILABLE:  Subingual  Tablets  (2,5, 5. 10  mg);  Chewable  Tablets  (5. 10  mg); 
Oral  Tablets  (5. 10, 20, 30, 40  mg);  Sustained  Action  Tablets  (40  mg) 
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calcium  supplements,  fluoride  increases  osteoclastic 
bone  resorption.^  High  levels  of  fluoride  profoundly 
inhibit  mineralization  of  osteoid  and  stimulate  forma- 
tion of  functionally  inferior  woven  bone.^’  ^ Histo- 
logical osteomalacia  develops  and,  at  the  clinical  level, 
these  adverse  effects  may  present  as  accelerated  loss  of 
bone,  and  pseudo-  or  pathological  fractures.^’ 

Patient  Studies 

In  recent  years,  we  have  seen  patients  in  our  Bone 
Clinic  in  whom  the  administration  of  fluoride  with 
calcium  was  associated  with  an  increased  incidence  of 
vertebral  compressions  and/or  increase  in  rate  of  loss  of 
appendicular  cortical  bone,  as  assessed  by  radiomor- 
phometry of  vertebral  bodies  and  photon  absorptiome- 
try of  forearm  bones,  respectively*'  The  following 
abbreviated  data  show  the  presentation  and  probable 
causes  of  adverse  responses  to  fluoride. 

Patient  A,  a 56-year-old  female,  presented  with 
apparent  postmenopausal  osteoporosis  and  suffered  an 
increasing  number  of  vertebral  compressions  during 
the  third  year  of  fluoride  treatment.  At  that  time,  she 
was  found  to  have  symptomatic  lactose  intolerance 
with  secondary  calcium  malabsorption.  Bone  biopsy 
demonstrated  excessive  osteoclastic  bone  resorption 
and  an  unusual  amount  of  woven  bone.  Patient  B,  a 
64-year-old  female,  presented  with  presumed  post- 
menopausal osteoporosis  and  developed  rapidly  pro- 
gressive compressions  of  lumbar  vertebrae  within  six 
months  of  fluoride  treatment  (Fig.  1).  Bone  biopsy 
demonstrated  osteomalacia  with  increased  osteoclastic 
resorption.  This  patient  had  a history  of  subtotal  gas- 
trectomy 30  years  previously  and  showed  an  intermit- 
tent calciferol  depletion  by  repeated  assays  of  serum 
25-hydroxycalciferol.  Patient  C,  a 43-year-old  male 
with  apparent  idiopathic  osteoporosis,  presented  with 
multiple  stress  and  pathological  fractures  of  bones  of 
the  legs,  feet,  ribs,  and  pelvis,  but  no  vertebral  com- 
pressions. The  loss  of  appendicular  bone  mass  greatly 
increased  during  six  months  of  a fluoride/calcium  reg- 
imen (Fig.  2).  Patient  D,  a 67-year-old  female  with 
involutional  osteoporosis,  developed  pain  and  a spon- 
taneous fracture  of  the  pubic  ramus  (by  bone  scinti- 
gram) while  on  fluoride  medication.  By  mistake,  she 
had  taken  tablets  of  calcium  lactate  (13%  calcium) 


Figure  I . Patient  B.  Radiomorphometric  data  plotted  as  com- 
bined height  (CVH)  of  L1-L5  vertebrae,  i.e.,  sum  of  anterior  (a), 
central  (c),  and  posterior  (p)  heights.  Note  sketch  on  insert.  There 
was  a rapid  decline  of  CVH  due  to  compressions  during  the  three 
months  prior  to  admission.  After  discontinuation  of  fluoride  (NaF) 
no  additional  compressions  occurred.  Lower  panel  shows  bone 
mineral  density  (BMD)  measured  by  photon  absorptiometry.  The 
value  increased  substantially  after  treatment  with  25-hydrox- 
ycalciferol (25  HC)  followed  by  Calciferol  USP  (Di). 
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instead  of  calcium  carbonate  (40%  calcium).  On  pre- 
sentation, she  had  a very  low  urinary  calcium  and 
increased  hydroxyproline  peptides.  Patient  E,  a 56- 
year-old  female  with  mild  juvenile  scoliosis  and  ap- 
parent postmenopausal  osteoporosis,  developed  a rapid 
succession  of  vertebral  compressions  while  on  fluoride/ 
calcium  tablets.  A more  detailed  workup  demonstrated 
idiopathic  renal  hypercalciuria  without  lithiasis. 

All  of  these  patients  were  on  usual  doses  of  fluoride 
(20-80  mg  NaF  daily),  and,  except  for  Patient  D,  on  1 .0 
to  1 .5  g of  elemental  calcium  daily  (dietary  recall  plus 
supplements).  None  had  demonstrable  abnormalities  in 
routine  serum  chemistries.  All  improved  symptomati- 
cally and  by  quantitative  bone  assessment  within  three 
to  six  months  after  discontinuation  of  fluoride  while  on 
calcium/calciferol  therapy. 

Comments  and  Recommendations 

The  adverse  effects  of  fluoride  — a bone  disease 
produced  in  the  course  of  treatment  of  osteoporosis  — 
do  not  occur  frequently.  These  are  substantially  more 
important  than  the  usually  discussed  side  effects,  i.e., 
upper  gastrointestinal  discomfort  and  joint  pain  that 
occur  in  about  25  to  30%  of  patients,  except  that  the 


pain  may  not  be  due  to  synovitis  but  rather  may  herald 
the  presence  of  high  turnover  osteomalacia  due  to 
fluoride.  The  adverse  effects  are  preventable  and  the 
bone  loss  that  occurs  in  the  first  six  months  of  treatment 
appears  to  be  reversible,  if  recognized  and  treated. 
Based  on  scattered  reports  in  the  literature  and  our  own 
experience,  we  recommend  the  following  measures  to 
avoid  therapeutic  mishaps. 

A.  Identify  Patient  at  Risk:  We  consider  fluoride 
contraindicated; 

1)  in  osteomalacia,  even  subtle  and  undetectable  by 
routine  biochemical  and  radiological  methods,  2)  in 
chronic  renal  insufficiency,  because  of  fluoride  reten- 

Figure  2 . Patient  C.  The  bottom  plots  depict  the  changes  of  bone 
mineral  density  (BMD,  in  glcm^)  at  the  mid-radius  diaphyseal  site 
(DIA  BMD)  and  distal  radius  metaphyseal  site  (MET  BMD),  mea- 
sured by  photon  absorptiometry.  During  the  six  months  of  treatment 
with  fluoride  and  calcium  (NaFICa),  a rapid  loss  of  density  oc- 
curred. The  loss  was  recovered  after  discontinuation  of  fluoride  and 
treatment  with  a regimen  of  cyclic  administration  ofcalcitriol  ( 1 ,25 
D)  and  calciferol  with  calcium  (DICa).  Upper  plot  depicts  urinary 
excretion  of  hydroxyproline  peptides  ( mg  of  hydroxyproline  per  g of 
creatinine).  The  loss  of  bone  mineral  density  was  associated  with  an 
increase  of  hydroxyproline  excretion.  Values  marked  (*)  show  the 
response  of  hydroxyproline  excretion  to  8-hour  calcium  infusion. 
The  substantial  decrease  of  excretion  rate  suggests  high  turnover 
bone  disease  due  to  secondary  hyperparathyroidism. 
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tion  and  calcium  malabsorption,  noncompliance  or 
error  (Patient  D),  3)  subtle  malabsorption  (Patient  A)  or 
excessive  renal  losses  (Patient  E),  4)  in  primarily 
appendicular  osteoporosis  (Patient  C),  and  5)  in  any 
secondary  or  high  turnover  osteoporosis  in  which  the 
underlying  disorder  (i.e.,  primary  hyperparathyroid- 
ism, hyperthyroidism,  or  glucocorticoid  excess)  has 
not  been  effectively  treated. 

B.  Use  Proper  Dosage:  Sodium  fluoride,  40-60  mg 
daily,  always  with  calcium  supplements  to  provide 
total  daily  calcium  intake  of  1500  mg  or  more.  Serum 
fluoride  level  should  be  checked  after  two  to  six  months 
of  therapy  and  the  dose  adjusted  to  obtain  a therapeutic 
range  between  0.15  and  0.25  mg  of  fluoride  per  liter. 

C.  Follow  patients  for  evidence  of  adverse  response. 
Pain  in  the  region  of  knee  and  ankle  joints  in  the  past 
was  ascribed  to  synovitis,  but  at  present  is  considered 
an  expression  of  high  turnover  bone  disease  in  response 
to  fluoride  and  is  associated  with  increased  uptake  of 
activity  on  bone  scintigraphy.  Bone  pain  around  the  hip 
may  be  a symptom  of  incomplete  stress  fracture  or 
pseudofracture  of  proximal  femur  or  pubic  ramus. 
Again,  the  bone  scintigram  is  abnormal  before  radio- 
logical changes  become  manifest.  If  the  clinical  setting 
calls  for  special  precautions,  we  use  photon  absorpti- 
ometry (Norland-Cameron  instrument)  for  accurate 
quantitation  of  mineral  density  in  the  forearm  bones  to 
discover  rapid  bone  mineral  loss,  and  estimation  of 
urinary  excretion  of  hydroxyproline  peptides  to  detect 
an  increase  in  bone  resorption.  Bone  biopsy  with  histo- 
morphometric  assessment  of  undecalcified  bone  speci- 
mens is  the  ultimate  diagnostic  procedure  reserved  for 
detection  of  clinically  silent  osteomalacia  before  treat- 
ment, or  an  important  mineralization  defect  and  exces- 
sive osteoclastic  response  during  the  administration  of 
fluoride.  The  invasiveness  and  cost  restrict  the  proce- 
dure to  those  patients  in  whom  even  advanced  noninva- 
sive  procedures  fail  to  provide  unequivocal  informa- 
tion. 

The  need  for  specialized  techniques,  such  as  photon 
absorptiometry,  bone  histomorphometry,  assays  of 
fluoride  and  hydroxyproline,  prompted  some  reviewers 


to  recommend  that  fluoride/calcium  treatment  of 
osteoporosis  should  be  reserved  to  institutions  in  which 
such  facilities  are  available.  This  certainly  applies  to 
cases  in  which  the  risk  of  adverse  response  cannot  be 
safely  ruled  out  by  routine  clinical  assessment  and  the 
augmentation  of  cancellous  bone  is  urgently  indicated. 

Severe  adverse  response  calls  for  discontinuation  of 
fluoride.  Dose  reduction  may  suffice  to  treat  pain 
around  knee  and  ankle  joints  without  fracture  or 
pseudofracture.  Calcium  supplements  are  continued, 
and  calciferol  or  calcifediol  is  added  for  even  marginal 
evidence  of  calciferol  depletion. 

Summary 

Treatment  of  osteoporosis  with  fluoride  and  calcium 
increases  the  mass  of  cancellous  bone  and  reduces  the 
incidence  of  vertebral  compressions  in  a majority  of 
patients.  Adverse  response  to  fluoride  presents  as 
accelerated  bone  loss,  increased  bone  turnover,  pain, 
and  fractures.  The  most  common  cause  of  adverse 
reactions  to  fluoride  appears  to  be  insufficient  calcium 
input  because  of  poor  compliance,  malabsorption,  or 
renal  calcium  loss.  Osteomalacia,  chronic  renal  insuffi- 
ciency, and  untreated  secondary  osteoporoses  are  con- 
traindications to  fluoride  treatment.  Careful  followup 
of  patients  is  necessary  to  detect  and  treat  early  adverse 
response  to  fluoride. 
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Consider  the 
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250-mg  Pulvules"  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consul!  the  package  literature  for  prescrilting 
information 

Indications  and  Usage.  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  followint]  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  resoiratorv  infection^  including  pneumonia  caused  by 
Sifepiococcus  pneumoniae  (Diplococcus  pneumomaei.  Haemoph 
ilus  influemae.  and  S pyogenes  (group  A beia-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  ANO  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antrbiolics.  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisyntheiic 
penicillins  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
seventy  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toiin  produced  by  ClosiriPium  Pitficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  aniibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precaulions  - If  an  allergic  reaction  to 
Ceclor'  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  If  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs’  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
tor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehfing's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape'  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  8 - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 16.  0 20.  0 21 . and  0 16  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  tor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  |1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  leases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a lew 
days  after  initiation  of  therapy  and  subside  within  a lew  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SCOT.  SGPT.  or  alkaline 
phosphatase  valuesjl  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in4o) 

ffena/-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782R) 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  oatients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
© 1984.  ELI  LILLY  ANO  COMPANY 


Additional  information  available  to 
the  profession  on  reouesi  from 
Ell  Lilly  and  Company 
Indianapolis  Indiana  46285 
Eli  Lilly  ladusthes.  Inc 
Carolina.  Puerto  Rico  00630 
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CLASSIFIED 

Classified  advertising  is  $15.00  for  30  words  or  less,  plus 
20  cents  for  each  additional  word,  payable  in  advance.  Clas- 
sified displays  are  $20.00  per  column  inch.  Ad  box  number 
can  be  substituted  for  formal  addresses  upon  request  at  a cost 
of  $2.  Copy  deadline  is  6 weeks  preceding  date  of  publica- 
tion. Send  copy  to:  Advertising  Manager,  ALABAMA 
MEDICINE,  P.O.  Box  1900-C,  Montgomery,  Alabama 
36197-4201. 


MISSISSIPPI,  POSITIONS  AVAILABLE.  Immediate/full-time 
positions  available  with  well-established,  growing  emergency 
medical  group  staffing  hospital  emergency  departments  on  a 24 
hour  basis  and  clinics  providing  continual  medical  care  in  Central 
and  South  Mississippi.  Prefer  residency-trained  or  experienced 
physicians  with  specialties  in  any  of  the  following  areas:  emergen- 
cy, family  practice,  internal,  and  industrial  or  occupational  medi- 
cine interested  in  a career  commitment.  Attractive  salary  and  ben- 
efit package.  Career  advancement.  MEA,  P.A.  is  a physician 
owned  and  managed  medical  group  committed  to  the  financial 
security  and  personal  development  of  each  physician  member.  For 
Information  Contact:  James  L.  Heflin,  Ph.D.,  1755  Lelia  Drive, 
Suite  100,  Jackson,  Mississippi  39216-4883  or  call  (601)  366- 
6503. 


Physicians  Signature  Loans  to  $50,(K)0.  Up  to  7 years  to  repay  with 
no  prepayment  penalties.  Use  for  taxes,  consolidation,  investment 
or  any  other  purpose.  Prompt,  courteous  service.  Competitive  fixed 
rate,  with  no  points,  fees  or  charges  of  any  kind.  Physicians  Service 
Association,  Atlanta,  GA.  TOLL-FREE  (800)  241-6905.  Serving 
the  Medical  Community  for  over  10  years. 


PRIMARY  CARE  PHYSICIANS 
CONSIDERING  AN  HMO? 

Health  America  Corporation,  the  nation’s  largest  indepen- 
dent operator  of  health  maintenance  organizations,  currently 
operates  prepaid  health  plans  nationwide,  with  a total  mem- 
bership of  more  than  487,0(X). 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  internists,  family  physicians,  and  pediatri- 
cians in  the  Montgomery  area  and  in  other  desirable  locations 
from  coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional 
lifestyle,  free  from  the  business  aspects  and  economic  pres- 
sures of  office  management.  And  you  can  become  a vital  and 
valued  part  of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 


MEDICAL  DIRECTORS/PHYSICIAN  EXECUTIVES 

HealthAmerica  Corporation,  the  nation’s  largest  indepen- 
dent operator  of  health  maintenance  organizations,  currently 
operates  prepaid  health  plans  nationwide,  with  a total  mem- 
bership of  more  than  487,000. 

HealthAmerica  offers  rewarding  and  challenging  practice 
opportunities  for  medical  directors/physician  executives  in 
the  Montgomery  area  and  in  other  desirable  locations  from 
coast  to  coast. 

You  can  experience  a satisfying  personal  and  professional 
lifestyle,  free  from  the  business  aspects  and  economic  pres- 
sures of  office  management.  And  you  can  become  a vital  and 
valued  part  of  a successful,  rapidly-growing  organization. 

For  more  information,  respond  with  curriculum  vitae  to: 

Richard  M.  Cooper,  M.D. 

Executive  Vice  President 
HealthAmerica  Corporation 
3310  West  End  Avenue 
Nashville,  TN  37203 

An  Equal  Opportunity  Employer 


COMPUTER  SYSTEM  FOR  SALE  — Complete  system  presently 
in  use  including  Commodore  business  computer,  dual  disk  drive, 
monitor,  and  160  cps  printer.  Designed  for  extremely  rapid  comple- 
tion of  standard  insurance  forms.  Also  generates  automated  letters 
to  patients  to  explain  their  balance  due  after  third  party  payment. 
Total  price  is  $4,500,  including  software  personalized  for  buyer. 
Call  Clyde  Holloway,  M.D.,  Cullman,  A1  734-5627. 


MEDICAL  OFFICE,  sale  or  rent.  Intersection  of  Interstate  10&65, 
Mobile,  Alabama.  1600  square  feet,  8 years  old,  like  new.  GP 
retiring.  Contact  Mr.  Lumberg,  Thompson  Realty,  Mobile.  (205) 
432-7671. 


PRIMARY  CARE  PHYSICIANS  desperately  needed  to  locate  in 
West  Central  Alabama  rural  communities,  one  hour  from  Birming- 
ham. Faculty  appointment  with  Family  Practice  Center  at  Universi- 
ty of  Alabama  if  qualified.  Join  established  practice  or  work  indi- 
vidually. Salary  of  $50,000  to  $65,000  guaranteed  until  practice  is 
self-sufficient.  Generous  fringe  benefits  include  life,  disability, 
health,  retirement,  and  malpractice  insurance,  two  weeks  con- 
tinuing education,  and  three  weeks  annual  leave.  All  equipment, 
including  X-ray  and  lab,  furniture,  and  supplies  provided.  Manage- 
ment services  including  personnel,  payroll,  tax  reports,  and  billing 
provided.  If  invited  to  visit,  all  expenses  will  be  paid.  All  moving 
expenses  covered.  Write  Health  Development  Corporation,  P.O. 
Box  1486,  Tuscaloosa,  Alabama  35403,  or  telephone  Frank 
Cochran,  colled  at  758-7545  for  more  information. 


Christian  OB-GYN  seeks  like-minded  associate  to  join  a general 
OB-G  YN  practice  in  a small  Southern  Town  on  1-85  at  the  Georgia/ 
Alabama  border.  Target  date  for  practice  entry,  July  1985,  but  this 
is  negotiable.  Reply  to  James  D.  Long,  M.D.,  #33  Medical  Park, 
Valley,  Alabama  36864. 

ARCHITECTURE  PROFESSIONAL  SERVICES  AVAILABLE. 
William  R.  Schauer  — Architect  — 3814  5th  Ct  N,  Birmingham, 
AL.  Solar  Energy  Design  — Economics  — Interiors/Dial  205  252 
5151. 


SEMINARS  — Hilton  Head  Island  — Weekly  Business  Manage- 
ment Seminars.  Accredited,  live  presentations.  Key  note  lecture  by 
Eliot  Janeway.  Spring  and  Fall  Sessions  at  Sea  Pines  Plantation. 
l-8(K)-542-5428 
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Physicians! 

Plan  to  Participate  When  Your  Census  Form  Arrives 


Completing  and  mailing  in  your  Physicians’  Professional  Activities 
Census  form  will  ensure: 

• That  your  professional  record  is  updated  on  the  AMA  Physician 
Masterfile; 

• That  you  are  correctly  classified  by  specialty  and  activity  in  the 
AMERICAN  MEDICAL  DIRECTORY; 

• That  you  continue  to  receive  educational  and  scientific  materials 
relevant  to  your  professional  interests. 


Call  or  write  if  you  have  not  received  a 
census  form  by  April  1985: 

Division  of  Survey  & Data  Resources 
American  Medicai  Association 
535  North  Dearborn  Street 
Chicago,  IL  60610 
(312)  645-5136 


AUXILIARY 


Mrs.  Art  A.  Stamler 
A-MASA  President 


What  Do  You  Say  After 
You  Say  “Hello”? 


Every  Spring,  the  Auxiliary  to  MAS  A sponsors  a 
“Day  at  the  Legislature.”  Then  in  February,  the  AM  A 
and  AMP  AC  sponsor  a “Meet  Your  Congressman” 
event  in  Washington.  Do  you  know  what  to  say  or  write 
when  communicating  with  your  lawmakers? 

For  maybe  the  past  twenty  years,  the  government  has 
been  involving  itself  in  the  practice  of  medicine.  So,  we 
need  to  be  able  to  converse  with  our  legislators,  and 
share  our  opinions  with  them.  The  AM  A Auxiliary  and 
AMASA  have  long  been  actively  involved  in  present- 
ing the  views  of  organized  medicine.  Certainly, 
AMPAC  and  ALAPAC  speak  for  us,  and  we  need  to 
join  both  organizations.  But  while  a PAC  is  effective, 
direct  personal  contact  with  one’s  own  lawmaker  is  a 
most  effective  method  of  presenting  one’s  opinions. 

In  becoming  politically  motivated,  and  involved,  be 
sure  your  own  house  is  in  order.  Are  you  and  members 
of  your  family  registered  to  vote?  Have  you  researched 
well  your  viewpoints,  both  the  pro  and  the  con  so  that 
you  can  explain  and  debate  and  negotiate  from  a firm 
foundation  of  knowledge? 

Some  sort  of  personal  contact  with  your  legislator 
before  you  need  him  is  a good  way  to  let  him  become 
aware  of  who  you  are  and  what  you  represent.  Build  a 
good  image.  Listen  to  what  he  has  to  say.  Be  prepared 
to  provide  him  with  informational  materials  and  read- 


ings on  your  subject.  Offer  to  provide  him  with  updates 
should  he  request  it.  Then  when  you  need  him,  he’ll 
know  you  and  your  position. 

Be  tolerant  of  his  views  because  he  represents  a large 
and  varied  constituency.  Don’t  antagonize  him,  for  you 
endanger  further  communication.  If  things  seem 
hopelessly  deadlocked,  hang  in  there  and  keep  “chip- 
ping away,”  which  is  better  than  no  communication  at 
all.  You  may  find  something  about  which  you  can  both 
agree,  such  as  the  fact  that  the  Alabama  and  Tombigbee 
join  at  Mobile  Bay  to  form  the  Gulf  of  Mexico.  Certain- 
ly, no  one  can  doubt  that! 

Don’t  forget  to  thank  him,  even  if  you  disagree;  at 
least,  you  can  express  thanks  for  his  kind  attention  to 
you.  Maybe  next  time  you’ll  find  a common  ground. 

Coalitions  with  other  groups  are  often  useful.  Dis- 
cover which  other  organizations  share  similar  interests, 
even  if  only  partially.  Join  forces,  since  legislators 
count  numbers  (voters). 

If  you’re  unable  to  arrange  a personal  contact,  write  a 
letter,  send  a telegram  or  night  letter,  or  use  the  tele- 
phone. No  post  cards  or  pre-printed  forms  — no  im- 
pact, almost  discourteous.  When  you  write,  use  your 
own  stationery  and  your  own  personal  style.  State  the 
facts  succinctly,  and  tell  him  what  you  wish  him  to  do 
for  you.  Then  thank  him. 


June  1985  / 59 


Influencing  our  lawmakers  is  a continuing  process. 
But  the  AMA  now  feels  it’s  time  to  turn  our  attention 
towards  planning  for  the  future.  The  American  Medical 
Association  has  been  working  for  the  last  three  or  four 
years  to  formulate  a long-range  policy  for  our  country, 
with  the  assistance  and  expertise  of  numerous  health 
providers,  consumers  and  others;  it  is  called  “The 
Health  Policy  for  the  American  People.”  When  com- 
pleted, every  member  of  the  AMA  and  its  auxiliary  will 
be  called  upon  to  help  make  it  a reality. 

Legislative  Chairmen  within  AM  AS  A include  Mrs. 
Walt  Grundy  (Marilyn),  533-9546  and  Mrs.  Clifford 
Pringle  (Billie),  342-3696.  Within  MASA,  there  is 
Dickie  Whitaker  at  1-800-392-5668.  Any  of  them 
would  be  happy  to  furnish  you  with  background  mate- 
rial, and  have  extensive  resources. 

Polish  up  your  lobbying  abilities.  Know  what  you’re 
going  to  say  after  you  say  “Hello.” 


Bverybod^ 

WmtsToBe 

Creative. 


A lot  of  people  olaim  to  be  skilled  In 
the  leasing  business,  but  when  I 
made  a careful  inspection,  there 
was  quite  a crack  in  the  foundation! 
Creative  Leasing  has  skill  with  over 
50  years  experience.  And  because 
I leased  my  car,  I saved  enough 
money  to  treat  myself  to  some  of 
life's  little  pleasures,  Creative 
Leasing  can  custom  design  a plan 
to  meet  your  specific  needs  including 
maintenance  and  insurance.  Thafs 
why  everybody  wants  to  be  creative! 

Creative  Leasing. 

I - III  I creative 
leasing 

Huntsville  536-3547 

Tuscaloosa  345-6494 

Montgomery  264-8421 

Birmingham  251-0137 
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DATE:  Friday,  November  1,  1985 
MEETING  LOCATION:  Birmingham  Hilton 
808  South  20th  St. 

Birmingham,  Alabama 

FEE:  $65.00 

Free  for  pre-registered  residents 
Free  for  medical  students 
FOR  INFORMATION  AND  RESERVATIONS: 

Call  Mrs.  Dena  Metts 
(205)  930-7703 

Distinguished  speakers  to  include,  among  others: 

Richard  M.  Dwyer,  M.D.— Laser  Endoscopy  Medical  Group,  Inc.,  Los 
Angeles,  CA;  Chief  of  Endoscopy,  Harbor  (Seneral  Hospital,  Terrance, 
CA;  Associate  Clinical  Professor  of  Medicine,  U.C.L. A.— Management 
of  CA  of  Gl  tract,  bladder  tumors,  and  pulmonary  lesions." 

Thomas  C.  Merigan,  M.D. — Chief,  Division  of  Infectious  Diseases, 
Stanford  University— ‘Immunotherapy  of  cancer  in  its  broadest 
aspects.  Interferon.  Monoclonal  antibodies." 

John  McDonald,  M.D.— Chairman,  Oncology  Department,  University 
of  Kentucky— Defense  establishment  of  medicine  . . . oncology. 

Recent  developments  in  tumor  therapy  with  emphasis  on  those  tumors 
which  are  impressively  benefited  by  therapy." 
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CLINICAL  PROOF 


FOP,  THE  PREDIQABILITY 
CONFIPAAED  BY  EXPEP,IENCE 

D/VLMANEis 

flurozepom  HCIMoche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset"’ 

• More  total  sleep  time"’ 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights^' 

• Patients  usually  awake  rested  and  refreshed'^ 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy^'’®  '^ 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  dunng  therapy  Limit  dose  to  15  mg  in  elderly  or  dehiliiaied  patients 
Contraindicated  during  pregnancy 
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flurozepom  HCI/Poche 
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72:691-697,  Jul-Aug  1971.  2.  Kales  A etal:  Clin  Phar- 
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Clin  Pharmacol  Ther  79:576-583,  May  1976.  4.  Kales  A 
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5.  Frost  JD  Jr,  DeLucchl  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J Clin 
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flurazepam  HCI/Roche 

Before  prescribing,  piease  consuit  compiete 
product  information,  a summary  of  which  foiiows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restfui  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  al  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommend^  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particuTariy  in  elderly  or  debilitated  patients. 
Severe  station,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported;  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation.  Gl  pain,  nervousness,  taTkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia.  sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breafh,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  tor  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage.  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 


Roche  Products  Irx: 
Manati.  Puerto  Rxx)  00701 


DOCUMENTED  ' PROVEN  IN 


IN  THE  SLEEP  THE  PATIENT'S 


LABORATORY 


• 


FOR  A COMPLEl 

DM. 


flurozepQ 

STANDS 


15-MG/30 


See  preceding  page  for  references  and  summary  of  product  information. 
Copynght  © 1984  by  Roche  Products  Inc.  All  rights  reserved. 


